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FOREWORD 


This study has been prepared for the Royal Commission on Health Services. 
It attempts to supplement the evidence gathered by the Commission concerning 
certain types of health services and their changing relationship to one another. 


The inquiry of the Royal Commission on Health Services is only the latest 
in a long chain of studies into matters of health and health services in Canada. 
Unlike any other research in the field of health services, this inquiry was the 
first to look, according to its Terms of Reference, into al] matters ‘‘appropriate 
for the improvement of health services to all Canadians’’ and ‘‘to recommend 
such measures, consistent with the constitutional division of legislative powers 
in Canada, as the Commissioners believe will ensure that the best possible health 
care is available to all Canadians’’. This meant that, for the first time in Canada, 
a global view of the entire health services complex in Canada was to be taken. 


Taking such a view implies not only an appraisal of the component parts of 
Canada’s health services but also a study of their interplay and the evaluation of 
existing patterns with a view to determining their best possible coordination and 
organization. It is the purpose of this study to assist the Commissioners by de- 
scribing some of the patterns that have been emerging in recent years both within 
specific types of health services and in their interrelationship as well as their 
function within the wider context of community services generally. 


Because of the Royal Commission’ s global approach to health services as 
an entity which is more than the mere sum total of its parts, it has been a singu- 
lar privilege to be associated with the work of the Commission under the chairman- 
ship of Justice E. M. Hall, and to be able to participate in and contribute to the 
research programme formulated and directed by Professor B. R. Blishen. 


Mr. M. Chevrier’ s assistance in assembling some of the material for this 
study is gratefully acknowledged, as is the great help of Mrs. J. Armstrong and 
her staff at all stages of the typing and proofreading and to Mrs. E. Dawe for her 
painstaking editing. To Mr. L. Tessier and his staff at the Dominion Bureau of 
Statistics goes the credit for the expertly prepared charts. 


Robert Kohn 


The Johns Hopkins University, 
Baltimore, Md., 


Spring 1966. 
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CHAPTER I 


A GENERATION OF GROWTH AND CHANGE 


Canada today has almost double the population it had 30 years ago; it has 
over twice the number of doctors it had then; and the number of hospital beds 
also has more than doubled. The comparison could be continued at length for 
other health professions and facilities. If the period of this generation has been 
one of rapid growth for Canada, it has seen more than just the numerical growth 
of its people and its institutions. It has also been a period of great changes. 


If the number of people and the scope of their activities have grown in 
Canada to double what they were a generation ago, the changes are even more 
pronounced and faster than the growth. Canada shares the accelerated rate of 
change, due largely to the fantastic pace of technological development, with the 
rest of the world.’To realize the gains of this generation we need only to think of 
the many technical items which either did not exist at all a generation ago or were 
then in their primitive beginnings. 


A few decades have changed not only the number but also the characteristics 
of the people, doctors, hospital beds, and any other health care personnel or 
facility. Changes in the condition of the Canadian people have been illustrated and 
discussed in the Report of the Royal Commission on Health Services as well as 
in previous studies for the Commission.? To appreciate the lively pace of change 
in Canada one need only to remember that many of the cities and towns in Canada’s 
West and many in the East have become what they now are in about a hundred 
years, whereas the centres of civilization in Europe and other parts of the world 
count their history in thousands of years. 


1 The momentum of this development has been illustrated thus: the earth is believed to be 5 to 7 bil- 
lion years old. If we shrink this length of time down to a scale of one year, the first appearance of 
man would occur on about December 29th, and the first human handicraft such as carved flints and 
pottery would have been made at 11:55 p.m. on December 3ist: ‘‘In other words man progressed 
from caveman to nuclear physicist in the last five minutes’’ (Sweetman, N. A., ‘*A Final Word on 
Teacher Excellency’’, Argus, Nov.—Dec. 1964, p. 44). 


2 Royal Commission on Health Services, Vol. 1, Ch. 4, Ottawa: Queen’s Printer 1964, pp. 107—137; 
Kohn, R., The Health Status of the Canadian People, study prepared for the Royal Commission on 
Health Services, Ottawa: Queen’s Printer, in print, Ch. 2; and the several economic studies prepa- 
red for the Royal Commission on Health Services. 
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The change is even faster than the numerical growth. If there is any one 
figure which in quantitative terms reflects the changes in the nation’s social 
fabric, it is the measure of its collective economic achievement contained in the 
amount of the Gross National Product. While numerically speaking we think of 
people and health facilities roughly doubling during the last generation, Canada’s 
Gross National Product in 1963 was more than tenfold that of 30 years earlier, 
when measured in current dollars. If we eliminate the factor of inflation, we still 
find the 1963 Gross National Product almost five times that of 1933 ($29,380 million 
in 1963; $6,359 million in 1933). Allowing, moreover, for the increased population, 
the per capita amount of Gross National Product in constant dollars has risen from 
$598 in 1933 to $1,555 in 1963, an almost threefold increase. 


Another example from Canada’s national economic accounts of the changes 
that occur independently from numerical increase of the population is the output 
by certain segments of the economy in relation to the manpower employed to 
produce it. Thus, the Gross Domestic Product in agriculture has increased about 
ninefold (in current dollars) in the face of a 50 per cent decline in the agricultural 
labour force from 1933 to 1963.! 


These few examples may serve to indicate that the increasing number of 
people in the population also are undergoing considerable changes in their 
characteristics and environment. 


Similarly, there are not only more doctors but medical practice has changed 
greatly and at a fast rate. MacFarlane and his associates conclude, based on 
several considerations, including counts of publications and research personnel, 
that ‘‘the sum total of scientific knowledge is believed to be doubling each 


decade’’,? an expansion which is fully shared by the medical sciences. 


Today’s hospital bed likewise is vastly different from the hospital bed a 
generation ago in terms of the services associated with it to the patient and his 
physician. The complexity of equipment and skills available in the modern hospital 
increasingly substitute active care for custodial use of hospital beds.? 


The medical advances together with higher standards of living and hygiene 
have fundamentally altered the patterns of disease. Some of the infective diseases, 
which once constituted the main health problems, are hardly ever seen by the 
medical student and practitioner of today. Their place is being taken by the more 


1 Statements regarding national accounts aspects are based on Dominion Bureau of Statistics, Na- 
tional Accounts, Income and Expenditure, 1926—1956, Ottawa: Queen’s Printer, 1962; and Domi- 
nion Bureau of Statistics, National Accounts, Income and Expenditure, 1963, Ottawa: Queen’s 
Printer 1964. 


2 MacFarlane, J.A., et al., Medical Education in Canada, study prepared for the Royal Commission on: 
Health Services, Ottawa: Queen’s Printer 1965, p. 29. 


3 é . : 
For instance, in 1932 only 56 per cent of public general hospitals reporting to the Dominion Bureau 
of Statistics had their own laboratory, compared with 91 per cent in 1962. 
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complex health hazards characteristic largely of the older age groups.’ Enhanced 
medical knowledge and improved diagnostic devices aid in the more correct 
recognition and identification of health problems. Awareness of genetic effects 

of health and illness permits the tracing of certain existing conditions to the 
previous generations as well as the indentification of hazards to which the present 
generation is exposed but whose effects may become manifest only in future 
generations. If better hygiene and sanitation have lessened or eliminated some 
environmental hazards to health, others are now being recognized, and still others 
are being added, such as, for instance, hazards arising from air or water pollution 
and radiation. 


If scientific advances increase the physician’s ability to prevent, diagnose, 
and effectively treat illness, the patient or potential patient on his part has 
become more health conscious and aware of the effectiveness of modern health 
care. While health care has become more complex and also more costly, growing 
affluence and new devices for the financing of health services have removed or 
considerably lowered financial barriers to the use of these services. 


The trends of growth and change will continue. There can be little doubt 
about the former, expecially since Canada is still considered an underpopulated 
country. In regard to social and technological change we can probably expect that 
the feed-back effects of present advances together with the pressure for more and 
more intensive education will, if anything, accelerate the rate of progress. In the 
field of the physical sciences the speed of development is stimulated by interna- 
tional rivalry — largely strategic now but, hopefully, peaceful some day, and what 
happens in the field of science generally is bound to be reflected in the medical 
sciences also. Additional stimulation in this field will come from the increasing 
attention and resources given to health research as a result of growing public 
concem with matters of health and health services. 


The facts of the numerical growth of the population and changes, past and 
anticipated, in the nation’s economic resources form the basis for the Royal 
Commission’s studies into matters of supply of and demand for health personnel 
and facilities. Projections on a national scale of needs for health personnel and 
facilities must needs make use of such indicators as population-physician ratios, 
or hospital beds-population ratios. 


But merely having enough doctors, dentists, nurses, and other personnel, and 
having an adequate number of hospital beds no longer ensures adequate services 
when and where they are needed. The quality of personnel and equipment too is 
an important factor which also has received strong emphasis in the Report of the 


1 For a more detailed account of changing disease pattems, see Royal Commission on Health Ser- 
vices, op. cit., Chapter 5, pp. 139—226; and Kohn, R., op. cit. 
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Royal Commission on Health Services as well as in the studies prepared on its 
behalf.! 


The rapid growth of scientific knowledge and the increasing complexity of 
health facilities and their equipment have resulted in a high degree of specializa- 
tion and proliferation of services which, like its underlying causes, will continue 
and probably accelerate. In addition to the proliferation within the health services 
complex itself there is the growing recognition of the need to dovetail health 
services with other services in the community, particularly those under the 
auspices of welfare and education agencies. The division of labour between public 
and private agencies, and the involvement of three levels of jurisdiction (local, 
provincial, federal) add to the multiplicity in the provision and financing 
of health services. Yet all these services are aimed at the person who needs them 
and, to be most effective, they must be coordinated. 


Hence, the design of an effective programme or system of health services 
requires more than personnel and facilities, adequate in numbers as well as in 
quality. Sufficient personnel and facilities remain the essential prerequisite. But 
in addition, we must ensure that they supplement and complement one another 
wherever necessary. This can only be achieved by proper coordination which, in 
turn, by making the most efficient use of available resources, will also affect the 
numbers of personnel and facilities needed. 


To describe some of the existing and emerging trends towards such greater 
integration within our health service is the main objective of this study. This 
cannot be done entirely without reference to the desirable future end result of 
coordination, a subject more fully treated in Dr. Hasting’s study for the Royal 
Commission.? 


In reviewing these emerging trends, this study does not aim at a comprehen- 
Sive investigation of particular types of health services, such as those provided by 
physicians, dentists, nurses, other professions, or hospitals and other institutions. 
Nor can it hope to deal adequately with specific new phenomena such as medical 
group practice, organized home care, or coordinated rehabilitation services. Some 
of these matters were also the subject of inquiries in connection with the work of 
the Royal Commission.* The operation of the Hospital Insurance and Diagnostic 


5 See, for instance, the following studies prepared for the Royal Commission on Health Services: 
MacFarlane, J.A., Medical Education in Canada, Ottawa: Queen’s Printer 1965; Paynter, K.J., 
Dental Education in Canada, Ottawa: Queen’s Printer 1965; Mussallem, H.K., Nursing Education in 
Canada, Ottawa: Queen’s Printer 1966; Morrison, F.A., Recruitment, Education and Utilization of 
Pharmacists in Canada, Ottawa: Queen’s Printer, in print. 


3 Hastings, J.E.F., Organized Community Health Services, study prepared for the Royal Commission 
on Health Services, Ottawa: Queen’s Printer 1965. 


3 See the Report of the Royal Commission on Health Services itself, as well as the following studies 
prepared for it: Judek, S., Medical Manpower in Canada, Ottawa: Queen’s Printer 1964; Boan, J.A. 
Group Practice, Ottawa: Queen’s Printer 1966; Hall, O., Utilization of Dentists in Canada, Ottawa: 
Queen’s Printer 1965; Morrison, F.A., op. cit.; Richman, A., Psychiatric Care in Canada: Extent and 
Results, Ottawa: Queen’s Printer (in print); McKerracher, D.G., Trends in Psychiatric Care, Ottawa: 
Queen’s Printer 1966; Govan, E.S.L., Voluntary Health Organizations in Canada, Ottawa: Queen’s 
Printer. (in print); Department of National Health and Welfare, Report on the Provision, Distribution, 
and Cost of Drugs in Canada, Ottawa: Queen’s Printer 1965. 
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Services Programme is stimulating intensive scrutiny and analysis of hospital 
operation. But much more remains to be done, and it can only be hoped that the 
global study of health services and their evaluation in the light of over-all 
objectives, commenced by the Royal Commission, will continue. Nor can any 
study in the health field, no matter how comprehensive, be regarded as definitive. 
The rapid change makes it imperative that such studies be carried out on a 
continuing or periodic basis such as could be provided for within the framework 
of a Health Sciences Research Council recommended by the Royal Commission 
on Health Services. 


An efficient organization of health services to guarantee effective coordina- 
tion could probably be devised by an experienced administrator just by taking an 
inventory of existing agencies and coinciding needs. Where the state is all- 
powerful to decree such an organization, it could also be readily implemented. In 
Canada, however, we are more conscious of established patterns that can be 
followed or adapted rather than decreeing and imposing entirely new solutions, 
no matter how cleverly they may be thought out and how efficient they might 
promise to be. This is part of the democratic way which often may seem inefficient 
because it is slow, but which in the long run has a better chance of resulting in 
solutions that are acceptable and accepted by all concemed. It may be well, 
therefore, to see if the existing health services in all their multiplicity and 
proliferation contain certain forms of pratice or organization which may serve as 
a starting point for the building of the over-all structure, and which by encourage- 
ment and more systematic application could achieve the ideal envisaged by the 
practical administrator. 
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CHAPTER II 


THE IMPACT OF CHANGE ON 
SOCIAL INSTITUTIONS GENERALLY 
AND HEALTH SERVICES IN PARTICULAR 


SOCIAL ORGANIZATION AND INSTITUTIONS 


The phenomena of growth and change are not peculiar to the health services 
only. Our economy and the educational system, for instance, must be geared to 
the needs of a growing population under changing circumstances. The need for 
change to adapt social institutions to the reality of modern times permeates all 
phases of our lives as individuals and as members of the community. It affects 
the most stable and static of our institutions, partly because the scientific and 
technological changes have been gaining momentum in recent years, but partly 
also because we, and perhaps generations before us, have steadfastly refused 
to face the need for change and to accept the fact that all human affairs are and 
will remain in a state of flux. Recognition and acceptance of this fact in all 
spheres of life, and especially. of social life, may well spare mankind the violent 
eruptions of long pent up demands for change which have characterized history. 
There are hopeful signs that we are adopting the more realistic approach. 

Science — in Galileo’s days subject to scrutiny by the Inquisition — has since 
been accepted as always being in a state of evolution, so that the axioms of 
today may be overthrown tomorrow. Even within their own sphere of dogma the 
churches today recognize that some tenets hitherto accepted as unalterable truths 
need to be re-examined and revised if the churches are to fulfil their role in modern 
times. These are changes which in the past would have taken centuries to carry 
out, and then they could not have occurred without major upheaval. That our 
educational system is undergoing great changes is natural in the wake of scienti- 
fic developments; the changes are, however, designed not merely to keep up with 
the demand in the world of science but there is also growing concern with the 
need for the scientific specialist not to lose entirely contact with other discipli- 
nes and with basic human values. While the cost of schoo] construction and 
operation is skyrocketing, there are also signs of rationalizing the school system, 
as, for instance, in the consolidation of rural schools. In international politics 
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we are making brave attempts through the United Nations to alter the ancient 
principle of right resulting only from might and thus have evolution replace the 
need for war and revolution. 


Flanning has become an accepted fact in economic policy, and the list of 
changes in our cherished institutions could be continued into the spheres of art, 
music, and even fashion. 


Each area of social activity has its peculiar problems to solve. There are some 
aspects, however, which are common to several or all community services. One of 
these is the financing of these services as they increase in volume, complexity, 
and cost. Shifts occur here from the private to the public sector of the economy, 
and shifts become necessary also within the public sector from one level of 
government to another, generally from the municipal to the provincial and to the 
federal level. Regionalization is another of these emerging phenomena. It has 
become a by-word in hospital planning and will lose some of its controversial 
character if seen in the context of the general development of what hitherto have 
been considered to be strictly local and municipal functions. The causes for this 
trend lie partly in the shift of the financial burden but largely also in modern traffic 
and communications which have eroded the isolation and self-sufficiency of the 
local community. This is true not only for community services but also for the 
pattern of behaviour of the individual: his radius of shopping or seeking amusement, 
relaxation, and all kinds of other services has very much increased; he tends, for 
exemple, to take his business and other affairs to the larger center. Among the 
problems cutting across existing municipal boundaries are — besides hospitals — 
schools, water supply, sewage disposal, transportation, industrial development, 
housing, urban and suburban land use, development of parks and other recreational 
facilities, and land use generally." Regionalization thus is not an issue confined 
to hospitals and other health services: 


‘*The current concern with the region reflects the fact that there are pressing pro- 
blems, existing and emerging, which require for their effective resolution the parti- 
cipation of a number of municipal governments. Conversely, this occupation with 
‘the region’ may also represent a feeling or a belief on the part of some people 
that our existing municipal government structure is out-moded and must be replaced 
entirely with what is vaguely referred to as a ‘regional government’.’’? 


It is only natural that the field of health services too should show signs of 
evolution and attempts to restrain, or compensate for, the many forces at work 
independently in various directions. Unlike other important fields of social 
activity, however, such as education, economics, or religion, the health services 
have been lacking the systematic study and guidance which has been evident in 
other areas. In Canada, the appointment of the Royal Commission on Health 
Services was the first step towards an over-all appraisal of the functioning of 


1 Plunkett, T.J., ‘‘The County as a Possibility for Regional Govemment’’, Municipal World, Septem- 
ber 1965, p. 292. 


2 Ibid. 
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the various components of the health services and their interrelationship. The 
hospital insurance scheme has led to a greater degree of evaluation and planning 
than has been evident in other types of service, but even here systematic re- 
search and the application of research findings have been slow in developing and 
asserting themselves against patterns inherited from a period with a vastly dif- 
ferent social, economic, technological, and political structure. 


The health services could not stay entirely aloof, however, from the chan- 
ging world around them and new patterns have emerged here and there to deal with 
specific problems which had become acute, or as a result of individual or local 
initiative and the urge to experiment in order to find new and better ways of doing 
things. 


All these observations apply not only to the actual operation of the various 
health services but particularly also to their financing. This subject has been 
dealt with extensively in the Report of the Royal Commission on Health Services 
and will be referred to in this study only in passing. It does provide a good ex- 
ample, however, of arising needs being only slowly recognized and also of remedial 
action originating from self-help measures of the consumers of services (e.g., 
fraternal societies), long before the providers of services and ultimately govern- 
ments became aware of the need for broader and more systematic measures. 


The social, financial, administrative, and technological changes occurring 
in all spheres of social activities should be borne in mind as forming the neces- 
sary background for the trends in certain health services discussed in the 
following pages. 


THE HEALTH PROFESSIONS 


The very fact that in speaking of professions! in the plural we refer to a 
variety of disciplines is an expression of the great changes that have taken place 
since the days when “‘the’’ doctor was the one person one could consult in health 
matters and the one who could apply all the diagnostic devices and treatment 
known to medicine at the time. Scanning through the Report of the Royal Commis- 
sion on Health Services we find some 30 different types of personnel mentioned, 
not counting specialties under various headings. It would be impossible to give 
an exact count of the number of health professions because this would depend on 
whether or not to include occupations like homemakers or ward aides, or, for 
instance, dietitians whose status as health workers would depend on whether they 
work in a hospital or in a cafeteria chain. Furthermore, new types of health workers 


1 The terms ‘‘profession’’ and ‘‘professional’’ as used here include the professions in the narrower 
sense (characterized by higher education and ‘‘usually involving mental rather than manual work’’, 
as Webster’s New World Dictionary defines them) and what are sometimes referred to as ‘foccupa- 
tions’’. Trying to distinguish between the two categories would be a fruitless exercise in seman- 
tics, as would be an attempt to define ‘‘paramedical’’ as including certain professions and exclu- 
ding others. The important thing in both cases is to define the functions and required qualifications 
of each type of health personnel. 
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otten become identified as such only gradually as formal training programmes and 
licensing procedures are adopted. 


What is to be stressed here is the existing and still growing multiplicity of 
health personnel resulting from scientific and technological specialization. The 
newer ones among these professions are fairly clearly circumscribed in their role 
within the health services complex and the content of their activity. It may be 
well, however, to glance at the changes that have occurred in the practice of the 
more traditional professions such as medical and dental practice, and nursing. 
Related are the changing respective roles of private and public health practice. 


Medical Practice 


The practice of medicine has undergone and continues to undergo many chan- 
ges which relate to all aspects of medical practice: its content, its method, and 
the environment and administrative form in which it is performed. All these changes 
must be reflected in the education of the present and future medical practitioner. 


The changes in the practice of medicine, furthermore, are part of the general 
social and scientific evolution, as aptly described by the American Medical 
Association: 


‘*Medicine, like other disciplines, is undergoing a continuous evolution that began 
early in this century and has continued at an accelerating rate since the mid-1930’s. 
This evolution is cultural, organizational, economic, scientific,.political, psycholo- 
gical and personal. It cannot be divorced from the evolution of ideas and technologi- 
cal triumphs of the world in which it exists.’’! 


Content 


The content of medical practice may be described as the health problems 
the physician encounters, the diseases and injuries he sees, and the number and 
type of his patients. 


The chief health problems of today are the chronic and degenerative diseases 
which, over the last decades, have gradually been replacing the infectious dis- 
eases in importance. The example of mortality from tuberculosis on the one hand, 
and from cancer on the other, illustrates this change: 


Mortality rate per 100,000 population Percentage change 
Average 
1926—30 1963 
Tuberculosis....... 80.3 4.0 —95% 
Canceriey ar. Sere 85.7 13287 +55% 


1 Report of the Commission on the Cost of Medical Care, Vol. IV, Chicago: American Medical Asso- 
ciation, 1964, p. 145. 
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Both rates were on a similar level 40 years ago. Since then, tuberculosis has 
almost disappeared as a cause of death — though not of morbidity — while the 

rate of mortality from cancer has increased by over 50 per cent. Some of the once 
dreaded infectious diseases have, in fact, become so rare that medical students 
and practising physicians may never encounter a case. The problems today in the 
field of infectious diseases are the venereal diseases, where treatment has become 
commonplace and prevention evolves as a social problem, and the still not fully 
understood wide range of virus diseases. The prevention of infective and parasitic 
diseases on a community basis has come to be regarded as the domain of govern- 
ment health services. Yet, while this remains true on a community basis, preven- 
tive measures aimed at the individual are to a growing extent being absorbed by 
the private physician. Although immunization, particularly of children, is still 
provided free of charge by health units, more people seek this type of service from 
their private physician because they can afford the customized service they prefer 
which is often also covered by prepayment arrangements. The same applies to 
well-mother and child care. 


Because of the increased longevity resulting from effective measures against 
infant mortality and infectious diseases, more of the physician’s patients are in 
the older age groups. 


Areas previously considered to lie entirely within the sphere of social ad- 
justment, subject to education or correction rather than health services, have been 
drawn into the medical field: alcoholism and drug addiction are examples of this. 
Society’ s main concern with mental illness used to be to protect itself from the 
mentally ill. But with mental illness becoming increasingly amenable to treatment, 
it has developed into one of the foremost health problems and is, at last, being 
accepted and recognized as a legitimate and integral part of the general health 
services. Among the profound changes in the field of mental health services is 
their integration into the main stream of health services which cannot but affect 
medical practice not only of the specialist but also of the general practitioner 
whose participation in the diagnosis and treatment of mental illness is expected 
to a growing extent. 


The concept of treatment of disease and injury, once the main function of 
medical practice, has been extended in two directions. Prevention in the form of 
physical and mental fitness is gradually evolving as a responsibility of the health 
services, as is rehabilitation of the patient in terms of his medical as well as 
social rehabilitation. The physician thus becomes concerned not only with the 
medical but also the social manifestations of health and illness. 


Because of scientific advance much more is known today about many condi- 
tions and the means of their prevention, diagnosis, and treatment. The pace of 
progress has been gaining momentum during the first half of this century which 
inevitably leads to greater specialization in all fields of science and particularly 
also in medicine. If our fathers and forefathers, their wives, and children went to 
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the one doctor with all their health problems, we find today not only that the va- 
rious members of the family have their own doctor but consult different doctors 

for different ailments, either by self-referral or on being referred by another phy- 
sician. Formal specialist medical training is relatively new in Canada, having 
started only in 1929. Yet, today over half of the active civilian physicians in 
Canada are specialists. The fact that medical science is coming to know more 
and more about smaller and smaller groups of diseases and parts of the body is 
bound to lead to further specialization in a twofold way: first by further increasing 
the number of specialties from the approximately 30 now recognized; and second, 
by drawing more and more medical graduates into these specialties. But it is not 
only the scientific content of modern medical practice that attracts the budding 
physician into the specialties. Apart from a certain glamour connected with some 
of them, there are the very practical considerations of earnings and type of work. 
In 1960, the average net annual income of $13,820 for general practitioners com- 
pared with $18,730 for specialists.3 The general practitioner spends 23 per cent 

of total hours on home calls, the specialist 7 per cent; and the general practitioner 
spends about 3 times as much time on night calls as does the specialist.* Policies 
regarding hospital privileges also may work against the general practitioner. 


All these developments have led to a serious reappraisal of the respective 
roles of general practitioner and specialist in the framework of present and future 
health services. For one thing, medical specialization, like specialization in any 
other field, leads to fragmentation: 


‘*., . there is no doubt that the fragmentation medical practice has resulted in the 
fragmentation of the patient. The situation could easily develop to the point of 57 
varieties of specialists but no doctor to treat the individual. The task of putting the 


patient together again — of reconstructing the ‘whole man’ — is an essential next 


step in the progress of medical practice.’’* 


The family doctor of old had the holistic approach we now try to restore. He knew 
the patient, his family, and their environment. It was this familiarity of the doctor 
with the people under his care, and their circumstances, which so fascinated 
Emily Carr in her physician when she was a child: 


‘“‘Dr. Helmcken knew each part of everyone of us. He could have taken us to pieces 
and put us together again without mixing up any of our legs or noses or anything.’ ’ ° 


3 JudekySc,,op cil. «pee loo. 

2 In 196 1, 37.3 per cent were certified, and 13.8 per cent non-certified specialists (ibid., p. 156). 
"TBI; Ps 221s 

* Dhidip i. 114. 


5 Somers, H.M., and Somers, A.R., Doctors, Patients and Health Insurance, Washington, D.C.: The 
Brookings Institution, 1961, p. 33. 


° Carr, E., The Book of Small. 
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The fragmentation, however, is not quite as bad nor as clear-cut as it may appear 
at first glance. Some of the specialists like internists or paediatricians perform 
general practice for patients while they are under their care, although the personal 
touch that existed between the old family doctor and his patients may be lacking. 


The general practitioner, on the other hand, also is changing his function 
thus coming closer to developing his practice, contradictory as it may sound, into 
something like a specialty of its own. A study undertaken by the Canadian Medical 
Association, dealing with general practice in Canada, found that ‘‘medicine had 
become so complicated and specialized that the general physician has become even 
more necessary than before as the patient’s medical adviser, as well as personal 
doctor.’’! Is it then going to be the main function of the general practitioner 
merely to advise the patient as to which specialist he should consult? Specializa- 
tion, as we have seen, is likely to continue, but the more it progresses the greater 
will be the need for the medical practitioner who can follow the individual through 
the episodes of special care. In the field of mental health, for instance, greater 
participation by the personal physician is expected to supplement the services of 
the specialist. Many others of today’s health problems are of a similar nature in 
that they require continued observation, follow-up, and care. The new emphasis on 
home care, community care, and an often prolonged chain of medical and social 
habilitation and rehabilitation services, underlines the need for a physician who 
can see a patient through the various stages and spells of care required particu- 
larly in chronic conditions. 


The objectives of modern general practice thus seem to merge gradually with 
those of social medicine, preventive medicine, and the newly emerging concept of 
what traditionally has been referred to as public health. High standards of health 
care will continue to require medical specialties but more is needed than ever- 
narrowing specialization; the general practitioners ‘‘should be encouraged to and 
be free to achieve their own standards of practice, comparable to those of the 
specialists’’.? The establishment in 1954 of the College of General Practice of 
Canada was a first step in that direction. 


To prepare the physician for these new tasks requires change of the content 
of his education. It also requires changes in the organization of medical practice 
lest the general practitioner or family physician of the future be completely over- 
whelmed by the task of providing continuing care, and care of high quality, to his 
patients. Group practice, organized home care, and well coordinated rehabilitation 
services may well be suited to provide the nucleus of the kind of organization the 
physician will have to have at his disposal. 


College of General Practice of Canada, brief submitted to the Royal Commission on Health Ser- 
vices, Toronto, 1962, pp. 5 and 6. 


2 Ibid. 
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Method 


The methods of medical practice are the means by which new scientific 
knowledge is applied in the care of existing and newly emerging health problems 
and the changing types of patients displaying these problems. Changes in the 
methods of practice are also brought about by the advances in medical science. 
These advances and their rapid pace make continued education, in some form, 
essential to good practice. It is a process of learning the new and, no less 


important, un-learning the outdated. 


The way in which the physician practises is characterized by new techniques, 
new drugs, new technical equipment at his disposal in the office, clinic, or hospi- 
tal. It is also affected by the growing division of labour not only among medical 
practitioners but also between the physician and other health personnel. Whether 
or not the physician is in solo or group practice, he has to rely on other members 
of the health team if he is to apply the resources science has available for modern 
medical care. It means increasing emphasis on the science as opposed to the art 
of medicine. Even when the physician resumes some of his erstwhile function of 
being not only doctor but also friend and counsellor, it is done on the more scien- 
tific basis of psychiatric and social medicine training. 


Today’ s physician can call on a variety of other health professionals to 
provide, on his instruction, certain services to his patients. What modern equip- 
ment for diagnosis or treatment he has not available at the office he can readily 
mobilize in laboratories and in the hospital. The fact that the hospital has become 
a vast repository of complex equipment is one of the attractions for taking patients 
to the hospital rather than treating them at home or at the office. The convenience 
from the doctor’ s point of view and the existence of hospital insurance are other 
factors encouraging hospitalization of the patient. 


The high degree of specialization leads to an increasing amount of referral 
and consultation in the physician’ s practice. 


Modern drugs have changed not only the effectiveness of the treatment of 
many conditions but also often substantially altered their management. Drug 
treatment may mean a course of treatment in the hospital or it may be an effective 
substitute for hospitalization. 


The supervision of long-term treatment by drugs or of any other prolonged 
care of the patient at home is greatly facilitated by the availability of visiting 
nursing services, other health services often provided in the framework of 
organized home care, and other community services assisting in the patient’ s 
continued operation of his home. All this applies to treatment as well as to the 
varied services required in the rehabilitation of patients. 
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Environment 


The environment and place in which the physician practises his profession 
is influenced substantially by the changing content and method of his practice. 
But it is also very much affected by the technological and social changes of the 
world around him. 


Demographic trends characteristic of modern Canadian society apply also 
to the physician. This is true of the increasing longevity which benefits the 
physician more than other segments of the population because, as a professional, 
he is not limited in the duration of his practice by a rigid retirement age. Another 
trend is the general drift from rural to urban areas. As far as the general popula- 
tion is concerned, the trek to the city is due to the concentration of industry in 
urban centres and also the replacement of human resources by machines in the 
primary industries, notably agriculture. For the physician the urban environment 
means access to larger and better equipped hospitals and laboratory facilities, 
closer contact with more of his confréres, and for the specialist it also means a 
sufficient market for his practice; all this in addition to the amenities and attrac- 
tions of the city. Hence, the urbanization of medical practice is still more pro- 
nounced than that of the general population. Communities with less than 10,000 
population had 41 per cent of the population in 1962, but only 14 per cent of the 
active civilian physicians. Centres with 10,000 population on the other hand, 
which had 59 per cent of the population, had 86 per cent of the physicians.! The 
fact that the urban centre tends to monopolize some of the medical resources is 
tempered for those remaining in the rural setting, by the availability of better, 
faster, and cheaper transportation facilitating easier access to health facilities 
in the city. Furthermore, these facilities can provide a higher quality of care 
than could be provided in small rural communities. 


To the physician, wherever he may reside and practise, the modern means 
of transportation imply easier access to his patients and, more important still, of 
being called on by them. The telephone enables the physician to take care of minor 
and routine matters in a less time-consuming way than by personal contact. This, 
as well as faster and more convenient transportation than before, may also have 
a bearing on reducing the relative importance of home calls in medical practice. 


In the sparsely settled areas, and particularly in the North, it is only through 
the modern means of transportation and communication that medical care can be 
provided at all. 


The social environment in which modern medical practice operates also has 
been undergoing changes, and with it the personal relationship between doctor 
and patient. To the extent that scientific methods are supplanting the art aspect 
of medicine, they also change the role of the physician from that of a friend and 
father confessor to that of a scientific consultant who, at best, discusses the 


2 Judek, S., op. cit., p. 131. 
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patient’s health problems on a technical or scientific basis. The emergence of 
the new type of general practitioner or family physician may reverse that trend, 
but the specialist’s relationship with his patient is likely to remainon a scienti- 
fic rather than personal basis. 


This relationship is also affected by the social changes in the community at 
large. Before the education explosion following the last War and gaining momen- 
tum ever since, the doctor was one of the few professionals in the community. 
Besides him, there were only the priest or minister, the judge and lawyer, and 
perhaps the bank manager. They formed the elite in the towns like Mariposa, so 
delightfully described by Stephen Leacock in his Sunshine Sketches of a Little 
Town. It was only natural that these professionals, as the only educated people 
about town, were looked up to as authorities not only in their own sphere but in 
human affairs generally. Today, however, there are many others in the community 
who have an education at least equal to that of the selected few of old. The old 
notion lingers only in certain legal requirements where, for instance, something has 
to be certified by a person of professional status. If, for example, one applies for 
a Canadian passport, the guarantor can only be one of a selected few — doctor, 
minister, bank manager among them — regardless of the fact that the physical and 
social sciences have been producing many other professionals of at least equal 
standing and, presumably, responsibility. All these are among the patients of the 
physician today and it is, therefore, no longer a matter of the patient looking up 
in awe to the physician as the ignorant approaching a man who has been through 
university and knows the ways of the world. The modern physician must expect 
his patient to be his match in regard to education though it be in a different field. 


It would be a mistake to assume that the growing application in medical 
practice of scientific methods as well as modern business procedures is elim- 
inating altogether the personal element from medicine. This may be true to some extent 
of the personal relationship between the doctor and patient, but in other respects 
the weight of personal judgment and responsibility on the physician’s part has, 
if anything, increased. Today’s medical science provides the physician more than 
ever before with means of extending life, albeit within limits. This, together with 
the simultaneous increase in lingering chronic illness and survival of what may 
be termed marginal lives with severe and permanent impairments, confronts the 
physician with the frequent dilemma of having to choose between prolonging life 
and suffering, or letting nature take its course. 


What has been said here describes general trends. In practice, one has to 
bear in mind that physicians, like any other group of people, differ greatly among 
themselves. This applies to their attitude towards their profession, their patients, 
and their community; and it applies also to their professional training which, in 
turn, may affect their orientation depending on where and when it was received. 
Thus, there will be differences between the older and the younger generation of 
physicians, between general practitioners and specialists, between solo and group 
practitioners, and other groups. 
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Organization 


All the changes which have taken place in the practice of medicine during 
recent decades, as well as modern business methods and requirements generally, 
are having their effect on the way the physician’s practice is organized and 
operated from the administrative point of view. 


Thus the business end of medical practice has undergone substantial changes. 
Although the ratio of population per physician has not changed too much since the 
turn of the century,! it can be assumed that more people now consult their doctor, 
and do it more often, which alone would increase the need for more and better 
bookkeeping and records. Higher incomes and higher expenditures work in the 
same direction. The financial operation of the medical ‘‘plant’’ has become more 
complex with greater demand for premises, personnel, and equipment. Not only 
are better records required for the care of the patient, which often extends over 
long periods of time, but also for insurance and legal purposes, as well as for 
tax returns. 


Health insurance and prepayment arrangements for or by the patients alter 
accounting practices and add to the paperwork. Where the responsibility for pay- 
ment of fees remains with the patient, physicians often use collecting agencies 
for their outstanding accounts. If the physician of today needs a wide range of 
auxiliary services to practise good medicine, he also has to rely increasingly on 
outside help with his administrative and financial problems. This means office 
staff and office equipment for his own practice, or it may lead to various arrange- 
ments of sharing the administrative and/or financial load with some of his col- 
leagues. Arrangements of this sort are found in the various forms of partnerships 
and group practice. 


Both for reasons of protessional practice as well as the administrative 
demands on the modern physician, there are increasing signs of independent solo 
practice gradually giving way to new forms. This process has been slow so far 
and there may be a number of reasons for this. One may be that medical education 
does not prepare the graduate for working in close association with his colleagues 
and that he fears interference with the way he runs his practice and conducts his 
business. Another reason is, no doubt, the lack of guidance and encouragement 
for the practising physician to enter into closer professional and business 
association with other practitioners. 


The distribution of physicians has something to do with changing forms of 
practice also. Mention has been made of the concentration of physicians, particu- 
larly specialists, in the urban centres. There we find the offices of general practi- 
tioners widely distributed, largely following the pattern of the resident population. 
Zoning by-laws usually exempt physicians’ offices from the restrictions imposed 
on residential areas because their proximity and ready availability is important to 


lit was 972 population—per—physician in 1901, and 857 in 1961. (Judek, S., op. cit., p. 24). 
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their clientele. Even here the modern fast means of transportation have consider- 
ably increased the range of the practitioner so that his office can be more distant 
without impairing his ready availability. We thus find general practitioners 
grouping together at strategic points, sometimes only sharing an office building 
but sometimes also extending the partnership into shared personnel, waiting 
rooms, and other facilities. 


For the specialists the pattern is somewhat different. Because of the more 
selective subject matter of their practice they can serve a larger population. Also, 
their practice is generally conducted at the office and hospital with a minimum of 
house calls, which still account for a substantial part of the general practitioner’s 
work and time. Their offices can, therefore, be located more centrally, in many 
cases down town in ‘‘doctors buildings’’, ‘‘medical arts buildings’’ and the like, 
again with varying arrangements of sharing personnel and office facilities. 


Different forms of partnership are a logical next step for both general practi- 
tioner and specialist. The medical group or clinic is a further development. It 
combines a number of specialties, paramedical personnel, and possibly laboratory 
and X-ray facilities under one roof in a partnership extending to the administrative 
as well as the professional side of medical practice. 


The phenomenon of medical group practice has been the subject of a special 
study prepared for the Royal Commission on Health Services by Boan.! It was also 
discussed within the framework of the Commission’s research programme by Judek 
in connection with medical manpower problems in Canada.? It will suffice here to 
sketch very briefly how group practice may affect the practice of medicine. Pending 
a more definite and comprehensive evaluation of group practice, however, it must 
be realized that some of the statements made in regard to group practice may be 
saying the obvious, while others reflect concepts one may have of its functioning 
without definite evidence that the image of group practice corresponds to the 
actual facts. But even if group practice does not actually do all the things it is 
Said to do, one can assume that it could be organized to fulfil such expectations. 


What matters in the context of this study is the change that occurs or could 
occur when physicians group together to jointly carry out certain aspects of their 
practice.*® In discussing emerging patterns it is of interest to see what group 
practice might do, as well as to know what it actually does. 


In some cases the results of collaboration are only very loose, limited, and 
often informal arrangements exist such as those for substitution during the ab- 
sence or incapacity of one of the partners, or for the sharing of premises or other 


i Boats ODE Glb. 
2 Judek, S., op. cit.,pp. 204—214, 


= See also the conclusions which resulted from a comparative study of group and independent prac- 
tice in Ontario (Sellers, E.M., ‘*The Influences of Group and Independent General Practice on 
Patient Care: A Comparative Study in Ontario’’, Canadian Medical Association Journal, July 24, 
1965, pp. 147—157). 
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facilities. These may be extended to other administrative and financial aspects 
of the practice, and eventually also to its professional content. At the other end 
of this wide range of joint undertakings is the medical group or clinic which, by 
definition, includes more than one medical field, possibly also ancillary services, 
and operates under some definite arrangement regarding the finances of the group. 


Thus, whatever the motives for establishing a particular group may be, this 
type of organization constitutes an approach towards a badly needed synthesis 
of the proliferating medical specialties. A common record system and ease of 
referral and consultation can restore some of the holistic approach to medicine 
which is lost where independent specialists care for various health problems of 
the same person. It means for the patient the convenience of ‘‘one stop’’ medical 
care and greater assurance of continued care and, for the reasons stated below, 
possibly also higher quality of care. 


The physician joining the group relinquishes some of his independence in 
the professional and financial operation of his practice. Whether this is an advan- 
tage or disadvantage will depend largely on the individual circumstances. Working 
in close proximity and under a certain amount of scrutiny of one’s colleagues 
could be regarded by some as undue interference, but by others as a welcome 
opportunity for consultation and professional intercourse. Which it will turn out 
to be depends on the outlook of the individual member as well as the attitude and 
philosophy of the group. Participation in a group offers greater freedom in regard 
to the time the individual member has to be available for house calls and emergen- 
cies; it facilitates absence for recreation or study; and it also can provide greater 
opportunity for research, all of which is likely to improve the quality of care 
provided. 


Regarding the relative financial merits of solo versus group practice, a 
survey undertaken in Canada in 1962 showed operating costs per physician to be 
higher in group than in solo practice,! but capital expenditures to be lower.? The 
higher operating costs for group members are, at least partly, explained by the 
fact that the group physician has about twice as many auxiliary personnel than 
his counterpart in solo practice. 


The way the patient pays his medical care fees is not affected by whether 
it is solo or group practice: it may be on a fee-for-service basis, through insur- 
ance, or some combination of these. The remuneration of the physician in the group 
may follow a variety of patterns: there may be a sharing of net income either 
equally or by a point rating system; it may be on a salary basis; or it may be ona 
fee-for-service method. Various combinations occur of these methods of remuner- 
ating the physician. It becomes clear that under some group arrangements, the way 


‘ Niidelk,t5.,1Ops.Cit- Desa. 
2 Ibid., pp. 244 and 245. 
BTbids. wae243. 
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the patient pays has no bearing on the way the physician receives his remuneration. 
The patient may be paying on a fee-for-service basis but the physician receives 

his remuneration in salary form or as a profit share; on the other hand, the patient 
may pay a fixed premium or tax, and the physician be remunerated on a fee-for- 
service basis.’ 


Group practice has been gaining ground slowly in Canada but its pace may 
well be accelerated in the future, especially if means are adopted to systemati- 
cally stimulate its development. It means for the physician closer association with 
his colleagues and thus the benefits of shared knowledge; implicitly it results in 
the acceptance of various forms and degrees of professional audit which, however, 
also have existed for some time in the operation of medical service plans includ- 
ing workmen’ s compensation, and increasingly, in the physician’ s practice in the 
hospital. Group practice also tends to continue the trend commenced by the various 
prepayment devices to divorce the method of remunerating the physician from the 
mode of payment by the patient. 


Dentists 


Much of what has been said about the effect of scientific, demographic, and 
social change on the practice of medicine applies also to dentistry which was the 
subject of three studies undertaken on behalf of the Royal Commission on Health 
Services. ? 


It was only in the mid-19th century that dentistry in Canada began to emerge 
as a profession. The Canadian Dental Association was formed in 1902. The 
early dental schools developed outside of, though usually with some connection 
with, universities.* Unlike their European colleagues who graduate from the medi- 
cal school, dentists in North America are trained in schools of dentistry which 
are entities separate from the medical school. Dentistry thus has always remained 
apart from the main stream of general health services. In this respect it resembles 
somewhat the traditional position of mental and tuberculosis services but differs 
from these two branches in that these are provided by physicians, nurses, and 
other health personnel with a general medical background. The integration of the 
education of all health professions in health sciences centres will no doubt bring 
dentistry closer to the other branches of health care. A step in that direction would 


1 Regarding the respective cost to the patient, the Commission on the Cost of Medical Care of the 
American Medical Association found no significant difference between solo and group practice, nor 
between the hospital cost under the two systems of practice (‘‘Report of the Commission on the 
Cost of Medical Care’’, VI. 1, Chicago: The Association, p. 89). 


McFarlane, B.A., Dental Manpower in Canada, study prepared for the Royal Commission on Health 
Services, Ottawa: Queen’s Printer 1965; Hall, O., Utilization of Dentists in Canada, study prepa- 
red for the Royal Commission on Health Services, Ottawa: Queen’s Printer 1965; Paynter, K.J., 
op. cit. 


3 McFarlane, op. cit., pp. 5 and 6. 
Sf Thid.) pods 


CHANGE IN SOCIAL INSTITUTIONS AND HEALTH SERVICES 1 


be the establishment of departments of dentistry in all major general hospitals as 
recommended by the Royal Commission on Health Services.’ 


But while dentistry undisputedly forms an integral part of the health services 
complex it is the only such service not subject to the general direction by a phy- 
sician. The full competence of the dentist within his field has not been challenged 
but there are areas where the borderlines between dentistry and medicine are 
blurred and where a meeting of these two disciplines is becoming essential for an 
adequate health service. In regard to the hospital situation the Royal Commission 
on Health Services suggests that important advances could be made through a 
team approach of an oral surgeon, orthodontist, and medical and/or dental specia- 
lists and paramedical personnel.? Such a team approach would prove equally 
fruitful in dealing with oral health outside the hospital, and the medical clinic or 
community health centre of the future may well provide a suitable setting for 
closer dental and medical collaboration. 


The scientific and technical advances have changed dental practice in many 
respects and, as in medicine, have sparked specialization within the dental profes- 
sion as well as the development of new types of technical personnel. Since dentist- 
ry covers a narrower field, it is not surprising that the specialization has not 
reached the same degree as in medicine. In 1961, only 3.6 per cent of Canadian 
dentists practised a recognized specialty, but only four specialties are now 
certified while an equal number of others is practised. ° 


Another factor that distinguishes dentistry from medical practice is that the 
individual has an attitude towards dental illness which differs from his attitude 
towards other illnesses. Dental illness is generally not fatal; while it may be 
very painful, the pain can usually be relieved by extraction. And though the loss 
of teeth may entail serious consequences for the general well-being, these conse- 
quences are often very subtle and not easily recognized. As a result, dental care 
is generally thought of as being more selective than other types of health care. 
This may be among the reasons why prepayment plans have failed to develop as 
they did for other types of health care. 


As in medical practice, there is evidence that dentists also often pool their 
resources to share administrative or professional demands on their practice. Here, 
too, there are many stages and degrees of pooling but 70 per cent of dentists 
still retain their independent practice. One survey found that in 11 out of 216 
dental practices an arrangement existed for shared space, facilities, as well as 
patients, but these included hospital and other clinics, husband-wife and father- 
son teams as well as other forms of partnership.‘ 


4 Royal Commission on Health Services, Volume 1, Ottawa: Queen’s Printer 1964, p. 39. 
? Ibid. 

Hall, O., top. cit., ps 8. 

Hall, O., Op. Cit,, DPe) tL and 127 
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Among the means of spreading dental resources over a larger area are the 
maintenance by one dentist of several offices in different locations, and the 
travelling clinic, which is generally under the auspices of a public agency. 


The employment by dentists of auxiliary personnel has gone a long way in 
enabling the all too few dentists in Canada to increase their output. The dentist 
who employs such personnel is ‘‘able to provide a much greater number of treat- 
ment services than the assistant-less dentist’’.* The dentist with from 2.5 to 
3.4 employees can give about two and a half times as many treatment services as 
the dentist without assistants.? A further great change both in the role of the 
dentist and in his productivity would result from the employment of dental auxilia- 
ries as envisaged by the Royal Commission on Health Services for its proposed 
dental care programme for children.*? While the immediate motive for considering 
the development of this type of personnel is the great shortage of dentists, it 
would follow a pattern which emerges in many fields and particularly so also in 
other health services. The development of modern techniques and equipment has 
reached a stage where its fullest use requires a disproportionate part of the time 
of health professionals such as physicians, dentists, nurses, and others. Greater 
efficiency is introduced if these techniques and equipment are handled by people 
trained and experienced in their use. This is a step towards the badly needed 
division of labour which has already found application in the emergence of the 
various kinds of technicians, therapists, or nursing assistants, and which has 
already existed for a long time in the field of vision and hearing care. The various 
auxiliary and technical disciplines mentioned differ considerably in the degree of 
education and training they require and hence in the extent to which they are 
qualified to work on the patient directly. Because the dental auxiliaries recom- 
mended by the Commission would, in addition to providing dental health education, 
also prepare and fill cavities, their training would take place under supervision 
of a dental school and they would practise their skills in close proximity to and 
under supervision of a dentist. The Royal Commission sets a ratio of four auxi- 
liaries to one dentist as the desirable goal in the implementation of its dental 
programme for children.‘ 


The dental auxiliary as described here would differ from the present dental 
technician who, not unlike the optician in vision care, prepares prostheses and 
appliances on the basis of written prescriptions from the dentist.’ The technician 
does not work in close proximity to the dentist and does not treat the patient 
directly. The auxiliary on the other hand would assume certain functions of the 
existing dental hygienist whose range of activities varies but could include such 


McFarlane, B.A., op. cit., pv 171. 
2 Ibid., quoting Canadian Dental Association, ‘‘Survey of Dental Practice 1958’. 


4 Royal Commission on Health Services, op. cit., pp. 75—77. 


* Ibid., p. 573. 
5 The Michigan Study, as quoted by McFarlane, B.A., op. cit., p. 163. 


CHANGE IN SOCIAL INSTITUTIONS AND HEALTH SERVICES 25 


clinical services as the application of prophylaxis and topical fluorides as well 
as taking impressions for dentures, certain X-ray and laboratory procedures, and 
dental health education.’ The duties of the present chair-side assistant range 
from secretarial and office duties to assisting the dentist in the treatment of the 
patient by preparing instruments, equipment and materials.? 


Even with the existing auxiliary personnel, it has been observed that the 
productivity of the dentist, measured in terms of mean net income, increases 
where several dental chairs and assistants are used; the peak was found to be 
reached with three dental chairs and two assistants.? 


Nursing 


The term ‘‘nurse’’ or ‘“‘nursing’’ has so many meanings, that the time has 
come when a new term is necessary to identify what is usually referred to as the 
graduate or registered nurse. Even in this narrower category more distinctive 
terms Seem desirable as new and clearly distinct types of nursing and training 
for nursing develop. No matter how we may try to define it, the term will always 
retain the connotation of a specifically female activity, a meaning which can be 
traced back to the original meaning of suckling or nourishing an infant. Then it 
also became someone, again a woman or girl, who looked after a child or any 
person who needed some help or care because of age, sickness, or any other 
circumstances. More specifically, the sick nurse too has traditionally been a 
woman from the days when religious orders took up nursing as a charitable duty, 
and later when Florence Nightingale established nursing as a profession based 
on formal training. Today’s science of nursing has remained largely a female 
prerogative and the term ‘‘male nurse’’ will continue to sound contradictory. 


In order to distinguish the modern science and profession of nursing from 
the traditional connotations of the nursery and the kind of home nursing which is 
mainly self-help of a patient’s family and homemaking for the sick, and also in 
order to remove the ‘‘stigma’’ of it being essentially a female occupation, the 
nursing profession might find a new name for itself and the various forms which 
nursing based on formal training may take in the future. 


Various aspects of nursing in Canada are covered quite extensively in the 
studies undertaken for the Royal Commission on Health Services.‘ 


1 McFarlane, B.A. op. cit., pp. 153 and 154. 

? Ibid., p. 160. 

3 Canadian Dental Association, as quoted by McFarlane, B.A., op. cit., pe 172. 
~ Mussallem, H.K., op. cit. 


Robson, R.A., Sociological Factors Affecting Recruitment into the Nursing Profession, study 
prepared for the Royal Commission on Health Services, Ottawa: Queen’s Printer (in print). 
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Like the content of medical practice, that of nursing has changed. Both the 
diseases and the type of patients encountered by the nurse have changed: the 
former towards more chronic disease, the latter towards older people and people 
with different social characteristics such as education, income and occupation. 


The way the nurse practises her profession has also changed. As the hospi- 
tal assumed its position as the health services centre in the community, more and 
more nurses were drawn from independent private practice into the hospital. Medi- 
cal practice also has gravitated towards the hospital but while the physician 
follows his patient in and out of the hospital, the hospital nurse has become a 
member of the staff of the hospital, so that nursing care in and out of the hospital 
is provided by different nurses. Most of those practising outside the hospital have 
also given up their independence and work for public or private agencies or indivi- 
dual employers. 


This shift from the independent practice of nursing towards employment in 
the hospital or elsewhere is vividly illustrated by the figures for a 30-year period:? 


Per cent 
Field of Nursing Ee Miep el 960 
Private Duty 60 9 
Hospital and Schools of Nursing 25 59 
Public and Occupational Health 15 7 
Other and Unspecified Fields and Inactive Nurses N.A. 25 
100 100 


The lack of data for the residual group in 1930 blurs the picture but it can probably 
be safely assumed that the number of qualified nurses was very small in 1930 in 
areas where nurses have been employed in later years not directly related to the 
provision of nursing care, e.g., in doctors’ offices, as air line hostesses, etc. The 
proportion of inactive nurses within this category may well have been reduced 
because of the increasing employment of active nurses who are married. Between 
1951 and 1961 the proportion of married active nurses rose from 25 to 47 per cent, 
reflecting the general trend in the employment of married women. ? 


In interpreting the decrease in the proportion of nurses in public health and 
in industry it must be borne in mind that these are percentage figures; the absolute 
number of nurses in these fields has more than trebled in the period from 1930 
to 1960, having risen from 1,521 to 5,109.? 


Working conditions for nurses have improved along with employment conditions 
in the general labour force. The fact that nurses continue to work or return to 


: Royal Commission on Health Services, op. cit., p. 272. 
2 Based on ibid., p. 270. 
bid, moe l2 72: 
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work after marriage is due partly to the social circumstances motivating married 
women to seek work, matched by the demand for nurses. The employment of 
married nurses has, however, brought about the adjustment of working conditions 
to their needs, such as rearrangements in the shift mechanism and even provision 
of nurseries for their children. 


The importance of the hospital in today’s community health services is 
reflected in the high proportion of the nursing force employed in hospitals; about 
60 per cent of all nurses work in this field. It is not surprising, therefore, that 
the image of nursing, and the recruitment and education leading up to it, are 
largely hospital oriented. 


It would be difficult to predict how the hospital-centred role of nursing may 
shift in the wake of changing patterns in health care. There are too many forces 
at work to anticipate in quantitative terms their net effect on nursing needs in the 
hospital relative to other fields of nursing. The hospital itself is undergoing changes 
in the type of services it provides and in the way it discharges its function by 
new design in the construction and layout of the building, the use of new equipment 
and progressive automation, and the employment of new categories of personnel. 
The nursing profession itself is being split into the diploma nurse with short but 
intensive technical training aimed at bedside nursing in the hospital, and the 
university trained nurse who would be qualified for senior positions, research, and 
teaching. In addition, there are the several types of auxiliary nursing personnel 
such as the nursing assistants, as well as the various technicians and various 
categories of aides without formal training for their particular tasks. The need for 
the psychiatric nurse, now trained in the four western provinces in three-year 
training programmes, may well be altered and probably substantially reduced with 
the integration of psychiatric services into the general health services. On the 
other hand, psychiatric training will receive more emphasis in the nursing education 
programme generally. 


Apart from the changes within the hospital and within the nursing profession, 
the development of care in the community outside the hospital is going to affect 
the demand for nurses, both as regards their numbers and the type of care they are 
to provide and for which they must be trained. 


A shift from institutional to community care of psychiatric disorders and the 
development of organized home care programmes will require more health personnel 
outside the hospital. The nurse with public health training’ is, besides the physi- 


1 The term ‘‘public health nurse’’ is avoided here because it has at least two different connotations, 
It may refer to the employing agency in which case thepublic health nurse is one employed by a 
public health department, performing the largely preventive public health functions and/or bedside 
nursing on a visiting basis. The term is also used by some to describe the visiting bedside nurse 
who doesnot perform the other public health functions, (e.g., the nurses of the Victorian Order of 
Nurses). Visiting bedside nursing is done under the direction of the attending physician, whereas 
other public health functions are under the supervision of the health department. 
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cian, the main force in a home care programme, but here again the demand is diffi- 
cult to quantify because as home care programmes develop, they use increasing 
numbers of other health and welfare personnel available in the community thus 
relieving to a certain extent the public health nurse. Much more study of home care 
programmes is needed before all their requirements can be properly assessed. Here, 
as in the hospital, small beginnings have been made in the use of nursing assis- 
tants which also will affect the need for qualified nurses. 


Hospital nursing itself is undergoing a certain degree of specialization; 
apart from the psychiatric nurse, there is the paediatric nurse, the obstetric nurse, 
the operating room nurse, and others. Outside the hospital, there are really two 
distinct types: 1) the public health nurse performing the functions traditionally 
associated with public health work (prevention, education, counselling, case find- 
ing, follow-up), entirely within the framework of the health department, and 2) the 
visiting nurse providing bedside care. Hence, recruitment and education should be 
directed towards three basic types of nursing: i) in the hospital, ii) under the health 
department, iii) visiting nursing as part of or adjunct to the personal medical care 
provided outside the hospital. 


It would appear that the visiting nurse, whether employed by a health depart- 
ment or a voluntary agency, performs a type of work that is distinctly different 
from the work of the hospital nurse or the public health nurse in the narrower tradi- 
tional sense of the term, although she shares with both certain aspects of her 
duties. Like the hospital nurse, the visiting nurse works with the attending physi- 
cian on the whole range of conditions subject to medical care. She differs from the 
hospital nurse in that she lacks the ready access to the personnel and physical 
resources of the hospital, and that working more independently she has to rely more 
on her own initiative and resourcefulness. She shares with the "public health" 
nurse the close contact with the patients in their home environment and hence their 
Social problems, but differs from her in that she must be prepared to provide actual 
care and share her experience with all other members of the home care team. A 
Special group within this category are the nurses in nursing stations in outlying 
areas, particularly in the North, who are still further removed from the physician on 
the one hand and auxiliary resources on the other. There, it is the nurse, and not 
the physician, who attends people; in most cases the physician is available only 
for consultation by radiophone, often over hundreds of miles. The visiting nurse 
must be familiar not only with the curative but also with the preventive aspects of 
health care as well as with rehabilitation procedures. 


Because of her key position in the community health Services, Dr. Candau, 
Director General of the World Health Organization, in his World Health Day 
Message of 1954, could say of the nurse that "her importance in local health 
work and in community life is second to none". 


The various newly emerging aspects of visiting nursing, as opposed to the 
older types of nursing in the hospital or health department, should receive more 
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attention in the nursing educational programmes. They may well constitute a sub- 
ject of a new specialty or discipline which would stand much to gain by drawing 

on the experience in this field of the organizations which have pioneered in this 

kind of service in Canada.? 


Regarding the respective role of the nurse in relation to other members of 
the health team, it appears that this relation is fairly clearly defined in regard to 
the nurse’s auxiliaries. The clear understanding here, at least in theory, is proba- 
bly due to the fact that these auxiliaries are of relatively recent origin and their 
establishment and content of training have been planned from the beginning so as 
to facilitate a clear-cut division of labour. 


The same cannot be said, however, concerning the role of the nurse in rela- 
tion to that of the physician. Although it is assumed that with improved training 
and the delegation of some routine activities to her auxiliaries the nurse can and 
often does assume responsibility for certain procedures which previously have 
been the physician’s prerogative’, this has never been satisfactorily clarified. 
This puts the nurse often into the awkward as well as legally dangerous position 
of having to perform procedures in certain situations according to her best know- 
ledge and conscience, but without the necessary authority and without such proce- 
dures being included in her formal training. It can be expected that the growing 
demand for physicians’ services and newly developing techniques will widen the 
area where the adequately trained nurse could be relied upon to apply certain 
procedures. It appears, therefore, highly desirable for the two professions con- 
cerned to come to a clear understanding regarding the most effective use of their 
respective resources in their own best interest as well as that of their patients. 


The Hospital 


Like the physician, the hospital has been exposed to the dynamics of rapid 
scientific, technical, and social development. The hospital reflects the resulting 
changes perhaps more than any other component of the health services complex 
because it must adapt itself to the changing patterns in all health disciplines as 


1 The largest and national organization of the Victorian Order of Nurses for Canada since 1897, the 
Saint Elizabeth Visiting Nurses Association since 1908, and the Societé des Infirmieres Visiteuses 
since 1937. The national office of the Victorian Order of Nurses, for instance, has been the only 
agency providing leadership in the systematic development of home care on a national basis in 
Canada. Because of its responsible association with various organized home care plans, the train- 
ing of nurses and provision of administrators, it is in a unique position to provide the kind of 
technical guidance whose absence is so noticeable in the case of medical group practice. The 
need is for the training of personnel to meet the particular requirements of home nursing as well as 
for the organizational and administrative framework. In the latter respect, the Order has prepared a 
manual for establishing home care programmes, which constitutes a first step in the direction 
towards something like a college of home care. 


“Physicians are delegating increased responsibilities to the professional nurse. World War II gave 
impetus to the use of nurses for carrying out certain procedures ... formerly performed by the phy- 
sician’’, (U.S. Department of Health, Education, and Welfare, Toward Quality in Nursing, Needs 
and Goals, Washington: United States Government Printing Office 1963, p. 4). 
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well as to the demographic and social trends of urbanization, to new methods of 
construction and architectural design, and to new ways of financing. Hospitals, 
more than any other type of health services in Canada, have felt the full impact 
of prepayment arrangements as well as the resulting public concern with their 
planning and operation. The Hospital Insurance and Diagnostic Services scheme, 
the National Health Grants Programme, and the trend towards regionalization 
apparent in all community services have supplemented, if not largely supplanted, 
private and local initiative in the planning and operation of hospitals. 


Changing morbidity patterns and the gradual integration into a general hospi- 
tal system of the hitherto separated mental, tuberculosis and possibly also some 
dental services, lead to a reorientation of modern hospital care. Contradictory as 
it may sound, past successes of health services in the control of communicable 
diseases are partly responsible for a greater demand today on hospital services 
for the diagnosis, treatment, and rehabilitation in chronic disease.! Accidents, as 
an important cause of morbidity and mortality, also make new and different demands 
on the hospital as well as on such ancillary institutions as the ambulance servi- 
ces. While chronic and degenerative diseases are not synonymous with geriatric 
care, they are largely characteristic of the health problems of the aged and thus 
imply a demand for geriatric care facilities. Long-term care and new and effective 
rehabilitation methods aimed at restoring the patient to a maximum of independence, 
often imply the need for continuing care stressing the need for integration or 
closest coordination of the hospital with the facilities and agencies dispensing 
health care to patients before admission to, and after discharge from, the hospital. 


The need for continuing care has already caused the partitions separating 
care in the hospital and outside it to crumble, or at least to crack. Closer relation- 
ship between out- and in-patient care, hospital-centred home care plans, day or 
night care for in-patients, and intermittent hospitalization are part of this trend. 
In-patients are released sometimes to go home over weekends and holidays, prac- 
tices which had existed for some time in mental institutions and which are now 
becoming evident also in general hospitals. Thus, being on the books of a hospi- 
tal does no longer mean that the patient is actually within the four walls of the 
hospital. Developments such as these have not only administrative implications; 
they will also require adaptation to these more fluid forms of hospitalization of 
the statistics used for the interpretation and evaluation of hospital services: data 
on admissions, readmissions, length of stay, per diem cost, and others take on a 
different meaning depending on the extent to which they reflect the in-between 
stages of hospitalization. 


1 Better health in some respects does not, therefore, necessarily bring about economic savings. 
Similarly, the same shift of emphasis from communicable to chronic and degenerative diseases, the 
resulting aging of the population, availability of more effective treatment and the awareness thereof, 
as well as the removal of financial barriers may well also increase the indirect economic cost of 
industrial absenteeism though all the circumstances mentioned are due to the effectiveness of health 
services, 
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The extension of the services of the hospital into the community, and of the 
community into the hospital through social workers, community-centred home care 
plans and various referral arrangements have also important implications on the 
financing of health services. As long as a universal prepayment or insurance 
scheme covers only one phase of the health services, it has two undesirable 
consequences: first, it makes for the artificial isolation and compartmentalization 
of that one type of service, and second, it encourages the use of this type of 
service even where equally good or better alternatives are available but without 
insurance coverage. In the hospital field, the lack of an equivalent to the 
Hospital Insurance and Diagnostic Services Act to cover services outside the 
hospital certainly has these effects, but it is by no means the only reason for the 
slow integration of the hospital with other community services. In fact, the newly 
emerging patterns described have developed in spite of the restricting effect of 
the hospital insurance scheme; the Ontario Hospital Services Commission, for 
instance, has joined forces with the community home care plan in Toronto to 
develop organized home care as an adjunct to in-hospital care. 


As was observed in the case of medical group practice, there is no systema- 
tic plan to encourage and develop new forms of care in conjunction with the 
hospital. Hence, the necessary alternative facilities are not always available nor 
is their use fully understood and accepted by physicians or patients. 


All these changes in and around the hospital have been accompanied by 
similarly profound changes in the nature and method of hospital care itself. These 
changes have transformed the erstwhile place of shelter and primitive asylum for 
the sick into the modern depository of scientific equipment for the effective 
diagnosis, treatment, and rehabilitation of the sick. This applies to the care of 
the patient as well as to the organizational and administrative aspects of hospital 
care. 


The hospital benefits from mechanization and automation to the same extent 
as industry and business. This trend affects the procedures used in the care of 
the patient, such as the various monitoring devices, as well as the methods of 
data processing in the keeping and analysis of records, and in the accounting 
department. The greatest impact on the operation and evaluation of the various 
services provided by the hospital will probably result from the application of com- 
puter techniques to the study of these services and activities, and particularly to 
the diagnosis of patients’ conditions. Electronic data processing can efficiently 
handle masses of data with cross-classifications and linkage with other records, 
which would have been beyond the scope of traditional equipment and personnel. 
The result is not only increased administrative insight into the operation of the 
hospital system and individual institutions but also the possibility of comparing 
and thus evaluating the results of different treatment methods and procedures. On 
the management side of hospital operation, modern equipment can perform the 
traditional clerical tasks faster, more completely, and more thoroughly or scienti- 
fically. Examples are the regular office operations as well as such new tasks as 
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the planning ot the operation of the dietary department from menu planning to the 
production of shopping lists, the allocation of nursing staff, and other functions. 


The growing complexity, costliness, and specialization of hospitals has far 
reaching effects not only on the individual institution but also on the structure of 
the entire hospital system. To run a modern hospital or a system of hospitals re- 
quires knowledge and qualifications which can no longer be acquired in adequate 
measure merely through apprenticeship or practical experience; it requires formal 
study and preparation. The hospital administrator must be familiar with the health 
objectives of the hospital, as well as with all its administrative and financial 
aspects, and its role in the community. The hospital administrator has become the 
forerunner of the newly emerged discipline of health services administration which 
encompasses the whole wide range of health agencies and institutions. 


As long as hospitals in various communities were very much alike in the 
basic services they provided — accommodating the sick, providing some simple 
regimen and largely custodial nursing service, and perhaps facilities for minor 
common surgery — they differed mainly in size, according to the population served. 
For this reason and also because travel was difficult, time consuming, and risky 
for the sick, it was natural for every community to aim at having a hospital, prefe- 
rably within its own boundaries; and indeed there was a need for a local hospital 
even if it was only a small institution with ten or twenty beds. It was also logical 
to leave the planning, financing, and construction of the hospital, as well as its 
operation, to the pride and initiative of the local community. 


The modern hospital, however, has outgrown this early concept. Like many 
other community services, it no longer fits into the traditional pattern but requires 
serious re-evaluation. What constitutes a well-equipped hospital today transcends 
the financial capacity of many municipalities, nor can much of the costly up-to-date 
equipment be used efficiently to serve small populations. This leads to regional 
planning similar to that observed in the planning and the resulting consolidation 
of schools, churches, and other institutions. In the larger centres, this type of 
planning means taking into account the needs of the surrounding areas, as well as 
a division of labour among the local hospitals in respect to certain types of com- 
plex equipment and services. 


Regionalization would not be possible, however, had modern transportation 
and communication not at the same time facilitated travel so that many patients 
can be brought safely to a strategically located hospital outside their own commu- 
nity. This means a trend towards a certain centralization of hospital services, 
particularly as far as the active treatment hospital is concerned. It also emphasizes 
the growing importance of transportation services, including ambulances both sur- 
face and air, as an essential part of the health services. 


Not all the trends are towards greater centralization, however. There is also 
a certain movement away from the large central institution, particularly where it 
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is a matter of long-term hospital care rather than active treatment. The reappraisal 
of mental care appears to bring about the breaking up of the large mental hospital 
into smaller institutions closer to general treatment facilities and the patient’s 
home and community. Similar considerations apply to patients suffering from other 
prolonged illness and not requiring intensive care. 


The role of the modern hospital is not confined to the treatment of patients 
and the diagnosis of illness. It has also become a basic institution for the educa- 
tion and training of the health professions, so much so in fact that present day 
medical and nursing education emphasize hospital care to the detriment of care 
in the home and community environment. This perpetuates the notion that illness 
of any consequence can be treated adequately only in the hospital and that a 
patient must automatically be admitted to a hospital for diagnostic procedures. 
The image thus created of the hospital probably accounts as much as any other 
factor for the pressure on the hospital even where equally good or even better 
care could be obtained outside. Education in the hospital setting remains essen- 
tial, of course, but it must be balanced more effectively than is now the case by 
familiarizing the student with the available alternative facilities. The combination 
of teaching and service functions in the hospital has rendered difficult a clear- 
cut separation of these functions and the respective financial responsibility. The 
service function of teaching hospitals has been recognized by the Royal Commission 
on Health Services which recommended that certain of their costs, including part 
of the salary of faculty staff, be interpreted as shareable cost under the Hospital 
Insurance and Diagnostic Services Act.’ On the other hand, hospitals will have to 
compensate for the loss of nurses in training once this training is separated from 
the service function of the hospital. 


The growing cost of hospital construction and operation and the consequent 
involvement of senior governments in the provision of the necessary funds are 
contributing to the gradual removal of hospital planning from the local community. 
It is inevitable that under a system of regionalization the municipality no longer 
has as strong a voice as it had in the past with regard to the question whether it 
should have a hospital, and if so what size it should be and what services it 
should provide. Once, however, the wishes of the local municipality are subordi- 
nated to planning at higher levels, it becomes necessary to reappraise the existing 
structure of financing as it pertains to the part played by local fund-raising. The 
smaller community can no longer be expected to show the same readiness to raise 
funds for a hospital to be built elsewhere; nor can the larger town or city be assumed 
to shoulder all of the cost of an institution which is to serve also other areas. 
Regionalization also affects the size of the hospital. It will mean the eventual 
disappearance of the small outpost hospitals and an increase in the size of the 
base hospitals at various levels up to the maximum that will allow for effective 
and efficient management. 


1 Royal Commission on Health Services, op. cit., p. 56. 
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An examination of the varying types of hospitals shows signs of both 
specialization on the one hand, and integration on the other. Certain types of 
hospitals, such as the contagious disease hospital, have disappeared as separate 
institutions, their reduced functions being absorbed by the general hospital. There 
are no longer hospitals for incurables because of the changing concepts of 
incurability, the stigma attached to the name and the fact that even where 
incurability is accepted, active painkilling and life-prolonging treatment is often 
applied; to the extent that chronic disease hospitals, nursing homes, and similar 
institutions have assumed the functions of the old hospital for incurables, the 
wide range of rehabilitation procedures now available has drastically changed the 
treatment of these conditions. Mental hospitals still exist, though not by that 
name!, but here too there is the already mentioned trend towards treatment in the 
general hospital or in close association with it, and community care. A similar 
situation exists in regard to the tuberculosis hospital or sanatorium which has 
come to serve many other purposes while the treatment of tuberculosis is being 
integrated into the general health services. On the other hand, the increasing load 
of chronic illness, the high cost of, and the growing demand on, active treatment 
hospitals have combined to intensify the need for institutions designed to provide 
long-term care where the specialized facilities of the general hospital are not 
required. Convalescent and chronic hospitals are designed to supply this care, in 
conjunction with nursing homes and similar institutions. A new element in the 
services provided by these institutions is the emphasis on rehabilitation. A new 
type of institution is the rehabilitation centre, serving both in-patients and 
out-patients. 


The changes in the relationship of the general hospital with other institutions 
and agencies are accompanied by a major transformation within its own four walls. 
The specialization in medical practice is reflected in the departmental organization 
of the hospital, and the scientific and technological advances have increased the 
range of services provided. 


New wings in the general hospital or satellite institutions in close proximity 
to the hospital take the place of separate institutions for psychiatric care, infec- 
tious diseases, paediatrics, chronic disease, rehabilitation, and other branches of 
medicine. 


In many cases the patient is typed and consequently assigned to the corres- 
ponding type of hospital or ward of a hospital. Of late, however, the hospital has 
become more flexible and adjusted its services to the progressively changing 
needs of the same patient. The result is progressive patient care where the servi- 
ces are adapted to the requirements at various stages of the same illness in the 


1 Institutions and services for ‘‘crippled’’ children seem to remain the only ones where the organiza- 
tion, or at least the naming, has not attempted to remove all connotation of a possible stigma or 
hopelessness. Surely here too some other name would help to brighten the outlook for the patients 
and their kin without destroying or diminishing the degree of sympathy on the part of the public 
considered necessary for fund-raising purposes. 


CHANGE IN SOCIAL INSTITUTIONS AND HEALTH SERVICES 33 


same patient, from the most intensive active care to the stage of ambulation. The 
logical projection is continuing care in the out-patient department, by referral 
system, or by organized home care. 


If changing patterns of medical practice have affected the hospital, so has 
the evolution of the modern hospital altered patterns of medical care. The facilities 
and services offered by the hospital have become an essential factor in the practice 
of good medicine so that hospital staff privileges are a necessary prerequisite 
for the physician who is seriously handicapped if he cannot obtain these privileges. 
The progressive specialization in medicine has made it difficult for the general 
practitioner to retain or gain a foothold in some hospitals. The hospital can provide 
a meeting ground for specialists and general practitioners, a situation which 
seldom exists except in context of medical group practice. In other respects also 
the hospital helps to establish a closer relationship between physicians through 
the various hospital committees, refresher courses, lectures, seminars, and similar 
professional exchange. To a growing extent, such bodies as tissue- or admission- 
discharge committees provide a forum for medical audit and consultation, all of 
which have the effect of not only achieving the most effective use of hospital 
facilities but also of stimulating high quality of medical care. 


The importance of the hospital in the practice of modern medicine in Canada 
is indicated py the substantial proportion of the doctor’ s patients seen and time 
spent at the hospital. A survey of medical practice undertaken by the Royal 
Commission on Health Services revealed the following pattern: 


Percentage of Physicians’ Practice Taking Place in Hospital, 
Canada, 1962 


Type of Practice Visits Hours * 
General Practitioner J0c sate siem, sivas Be ow Sol oleic ath oh 24.4% 21.87% 
DPS CAMISSL AT. so POM bine Gh: af ahcle Packs. diay CSR ES, ol Mie Tattisv 45.8% 41.5% 
PRs LEAT a leh RIMAGE «ose Whee GUS @ ote laes breta Wh otnlaliela eta. 5s 60.5% 49.2% 


*Exclusive of time spent in teaching and research. 


The general practitioner makes about one-quarter of his calls at the hospital where 
he spends over one-fifth of his time with patients. For the specialist, and particu- 
larly the consultant, the hospital is the place of practice for about half the calls 
and half the time these practitioners spend with their patients. In his survey of 
general practitioners, Clute found that in Ontario 20.7 per cent, and in Nova Scotia 
30.7 per cent of the doctors’ visits took place in the hospital.? Obviously, the 
hospital has substantially replaced the patient’s home as the place where the 
doctor sees his patients apart from his office. The hospital is important to the 


1 Royal Commission on Health Services, Questionnaire Survey of Medical Practice, 1962. 


2 Clute, K.F., The General Practitioner, Toronto, University of Toronto Press 1963, p. 244. 
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physician mainly for the services available there, but it is also more convenient 
for the physician to have non-ambulant patients in the hospital. Clute found among 
those he surveyed no general practitioner without hospital privileges, but over 
half with privileges in more than one hospital.? 


In its study of the trends in medical and hospital care, the Commission on 
the Cost of Medical Care of the American Medical Association notes that the 
emphasis in modern medicine is on prevention, early detection and prompt treat- 
ment of disease.” The reduction in the average length of hospital stay from 11.1 
days in 1946 to 8.4 days in 1961, as found by the Commission, results mainly 
from the shortening of the stay for surgical diagnoses (from 17.9 to 12.7 days),° 
ascribed to the application of early ambulation. Early ambulation, referred to else- 
where as a factor in the rehabilitation process, is traced back to the experience 
during and after World War II. Because it has such a pronounced effect on hospital 
utilization, some of the comments by the above-mentioned Commission are of 
interest: 


"Early ambulation is a major factor in the dramatic change in hospital length of 
stay. The concept began to be generally recognized as a physiological principle of 
good postoperative care soon after World War II. It was praticularly useful in prevent- 
ing postoperative pneumonia, phlebothrombosis and atelectasis. It was quickly adopt- 
ed by obstetricians, since early ambulation is possible in persons who are essentially 
in good health and are recovering from the specific trauma of childbirth or surgical 
operation. It was also adopted in surgical cases since the majority of surgery is 
elective and the surgeon prefers to do an operation under optimum conditions of nu- 
trition, weight, freedom from infection and cardiac status. Medical admissions are, 
on the other hand, generally ill people, and admission is less likely to be elective. 
Here, the principle of rest for the injured tissue is important. It would therefore be 
expected that early ambulation would affect length of:stay primarily in the operative 
and obstetrical cases, a hypothesis consistently borne out by the analyses. 


Decrease in length of stay in medical illnesses as contrasted with surgical illnes- 
ses depends primarily upon prompt and effective control of the illness. Examples of 
such shortened lengths of stay include antibiotic control of infections; anticoagulant 
management of phlebitis, cerebral vascular insufficiency and myocardial infarction; 
effective diuresis with diet, digitalis and diuretics in arteriosclerotic, rheumatic and 
hypertensive heart disease; anticholinergic, antacid and dietary control of duodenal 


ulcer," 4 


The same study contains the following illustrations of the changing pattern in 
hospital care during the period 1946 to 1961:s 


+ hid,» O40 1106 


? Report of the Commission on the Cost of Medical Care, Vol. IV, Chicago: American Medical Asso- 
ciation 1964. pp. 146 and 147. 
° Ibid., p. 26. 


4 Ibid., pp. 146 and 147. 


5 Based on Ibid., Vol. I, pe 145 and 148. 
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Percentage Increase in the Use of Selected Hospital Services 


(1946 = 100) 
1946 1961 
Pee CraCOLVET. oti sc ietoste su et estas eine. © 6 ena cer ine e Mia prarets s)acee aie GeeteL era exe te 100 199 
DTS We ve es sate we bbe 8% Ce be cae sss OES oste ey eke ote le. eet atehers ig Seeds Nlety eleha oe te 100 156 
Miodeey eC COTO SLC RMU E LS DEULLC )ite.isi & cat are o Siale es Gliese s es siaieieG Ok ree ws 100 279 
Mean Age of Admissions 
Year Age 
LOD are stators epee ens) She eae ete aiele sien Coie hohe: ence 75.9 
LOOT see cre eerie ee ew ge eS a Ree eC ate Bes 40.7 
Utilization of Selected Hospital Services Per Admission 
1946 1961 Increase % 
Mean number of different generic drugs.......cceeecees 4.67 (Fe, 56 
Mean unitsrol laboratory procedures. «xs & «= sleseuieia.e ¢0> 006 319 6.36 50 
Mean units of diagnostic X-ray procedures ..........2. ee eo 4.42 195 
Mean units of therapeutic X-ray procedures ...........- 0.10 0.04 —60 
Mean number of times operating room ....cceecrccccces 0.49 0.43 —12 
Mean number of formal pathology ........ Set AM ite. ois 6 O20 0226 30 
Mean number ofsconsultationS 2 oi). isisiss Shia sw be hiere fe o tie a1 10206 OslS 150 
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Hospital care accounted in 1961 for about 56 per cent of the total expenditure 
on personal health care in Canada, or an amount of $924 million.’ The cost ot 
hospital services must be expected to continue to rise, both in the aggregate and 
on a per-unit basis. The only chance for reversing this trend would come from 
some unlikely drastic reduction in the demand for hospital care due either to radi- 
cally new treatment methods not requiring hospitalization, from sharply reduced 
morbidity, or greater use of alternative facilities, though mechanization may also 
bring about some savings. Rising aggregate costs will result from population 
growth and improved diagnostic, treatment, and rehabilitation techniques drawing 
more patients into the hospital. Per diem costs will continue to rise in line with 
rising general price levels and also with the use of more complex equipment and 
more specialized personnel. Some of these factors will also cause capital costs 
to rise. 


Nor must it be overlooked that rapid technological advance also means 
accelerated obsolescence of the hospital plant and equipment. As long as the hos- 
pital remained a place mainly to accommodate the sick providing little more than a 


Department of National Health and Welfare, Expenditures on Personal Health Care in Canada 1953- 
1961, Ottawa: The Department, 1963, pp. 5 and 8. 
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bed, some nursing care, and the housekeeping services, the four walls of the hos- 
pital were its main asset and as long as they lasted, the hospital remained adequa- 
te with some normal upkeep and periodic minor renovations. Under these circumstan- 
ces hospitals could remain serviceable for 40 or 50 years, and even longer. The 
rapid pace of advance of modern technology has changed this dramatically. It affects 
the equipment used in the hospital and the plant as well since it is increasingly 
designed for the most effective use of specific equipment. Computers, for instance, 
may be obsolete in a matter of months; they often are in fact obsolete as soon as 
they come on the market. The fast obsolescence is a fact which our affluent society 
has accepted in industry, transportation, communications, and other technology- 
intensive areas. Aircraft and airports are abandoned though still serviceable as 
soon as newer models and designs are available. There we are willing to pay the 
high price for having the best and newest available. In the case of hospitals we 

are often more hesitant and cautious, and maintain obsolete mental institutions, 
tuberculosis sanatoria, and even general hospitals despite the fact that they are 

no longer conducive to good treatment by modern standards. It may well be that 

we are too extravagant in regard to other amenities by which we judge our standard 
of living and, of course, there can be extravagance in hospital construction and 
equipment too, against which careful planning is the only guard. The old mental 
institutions, sanatoria, the small outpost hospitals, and other institutions have 

not been wasted, they were built according to the needs of the times and the best 
knowledge then available, and they have served their purpose. The high cost of 
obsolescence can be reduced if the planning of new institutions takes into account 
possible alternative uses when the premises can no longer fulfil effectively their 
original purpose. The design of mental institutions for possible use as housing 
units or other community purposes is an example of such foresight. 


Government Health Services 


This heading is intended to cover what many would probably refer to as 
"public health services". This term, however, has come to mean many different 
things to different people which renders it difficult to discuss it without creating 
misunderstandings. The very diversity of the meanings of public health indicates, 
however, the changes these services have undergone and the shifting of their 
functions in Canada’s health services complex of today. Their development is 
more fully described in Hasting’s study prepared for the Royal Commission on 
Health Services.’ They are briefly reviewed here because they still provide, and 
will continue to provide, some of the essential and very complex preventive serv- 
ices with which public health was originally identified. They have been providing 
a certain amount of personal health services, and they form an important link in 
the system of community services. 


In this context then, the discussion is concerned mainly with actual services 
provided by public agencies rather than the part played by governments in the 


. Hastings, J.E.F., op. cit. 
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general regulation and financing of health services. Furthermore, the emphasis is 
mainly on services provided to the general population rather than those extended 
as statutory obligations to such groups as the armed forces, veterans, mariners, 

or the quasi-statutory services to Indians and Eskimos. Regarding the latter groups 
it should be noted, nevertheless, that important steps may be under way to integra- 
te the health services hitherto provided by the federal government with the local 
health services within the provinces.’ In the Territories where all services are 
administered by the federal government, it would appear that the health services 
for the Indians and Eskimos there would follow whatever pattern may develop as 
the Territories’ approach to self-government. To ensure to these groups adequate 
health services is of the utmost importance because of their peculiar grave health 
problems largely due to their poor environment. Steps to raise the general level of 
economic and social community development in these areas must accompany the 
health services for the latter to become fully effective. These are specific problems 
requiring specific solutions distinct in nature, scope, and above all, urgency, from 
the organizational problems in most parts of the provinces. 


In regard to Indians and Eskimos, as in large areas of the North generally, 
the public health service is the only health service available. The same situation 
prevails in many other countries where either the political structure is such that 
the state operates all essential services, or where the degree of economic and 
social development has not yet been able to produce private institutions and health 
personnel and where, at the same time, most of the people would not have the 
means to support health services. 


The emergence of government concer with health matters, beyond that of 
local charity for the indigent sick, can be traced back to the early epidemics of 
cholera, smallpox, and typhus in the eastern provinces and along the St. Lawrence 
River during the first half of the 19th century.? As a result, boards of health with 
provincial or local jurisdiction were established, in most cases only for the dura- 
tion of the emergency. In British Columbia it was an outbreak of smallpox in 1892 
which led to the appointment of a provincial health officer. In the Prairie Provinces, 
particularly after completion of the transcontinental railway link around the turn 
of the century, the main problem was one of providing basic health services to a 
scattered agricultural population, and health was seen in close conjunction with 
agriculture before it came into its own right. Manitoba established a Department 
of Agriculture, Immigration, Statistics, and Health in 1883. Similarly, before the 
establishment of the provinces of Saskatchewan and Alberta, public health servi- 
ces were administered in the Northwest Territories (Assiniboia, Saskatchewan, 
and Alberta) by the Department of Agriculture under a public health ordinance. 


1 The cost of these services to the provinces will be less of a problem once a universal health serv- 
ices programme becomes operative. During the transition period a health grants programme may be 
one way of easing the transfer of the financial responsibility. 


2 The historic data based on The Federal and Provincial Health Services in Canada, ed. R.D. 
Defries, Toronto: Canadian Public Health Association 1962. 
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The provincial and local boards of health in the eastern provinces were as 
short-lived as the epidemics they were to cope with. It is interesting to note that 
in 1849 the Parliament of the United Canadas, i.e., Upper and Lower Canada, 
passed an Act establishing a Central Board of Health which provided that when- 
ever the province or any part thereof was seriously threatened with an outbreak of 
any contagious disease, the Governor might by proclamation declare the Act to be 
in force in the whole province or in any part thereof.’ These temporary and, in the 
days of slow and difficult travel, local health problems were not thought of as 
matters of sufficient permanent concer of governments at any level to mention 
them or health as such specifically when the British North America Act was draft- 
ed. In the Prairie Provinces, it was, as noted, the primary concern of governments 
in the health field to bring essential health services to scattered agricultural. 
settlements and provide for their financing. In Alberta and Saskatchewan, legisla- 
tive provision was made for the combining of towns, villages, and rural municipal- 
ities into hospital districts for the purpose of building and maintaining hospitals. 
In 1914, the municipality of Sarnia, near Regina, in Saskatchewan, about to lose 
its doctor, offered him an annual retainer fee as an inducement for him to stay. 
This led in 1916 to an amendment in the Rural Municipality Act facilitating the 
development of the Municipal Doctor System, and eventually to the various public 
health insurance schemes.? These are illustrations of the early beginnings of 
goverment interest in health matters in Canada. 


This illustrates at once the wide range of meanings attached today to the 
term public health. In its original meaning it comprised services directed at and 
implemented by the community rather than the individual. These were quarantine 
measures, Sanitation, safe water supply, etc., which were public both in respect 
of the administering agency, usually part of local government, and in regard to the 
nature of the service which was not aimed at the individual directly but at the 
community or population group as a whole. An element of personal service was 
injected with the application to individuals of immunization procedures and with 
maternity and well-baby and child care. Subsequently, public agencies began to 
assume responsibility for health services considered necessary for the protection 
of the community but too complex or costly for private initiative to provide or 
obtain; mental and tuberculosis services fall into this category. Gradually the 
concept of public interest in the health of its individual members widened from the 
narrow criterion of self-protection of the community to the broader one of assisting 
the individual patient as well as the provider of services in cases where the cost 
and complexity of modern diagnostic and treatment techniques were beyond the 
resources of individuals. Maternity care, including delivery, and diagnosis and 
treatment of cancer are examples of this kind of extended public concern for pri- 
vate health. The public participation here has taken largely the form of financing 
the particular services, a concept which gradually developed into the various 


1 ; ; 
The historic data based on The Federal and Provincial Health Services in Canada, ed. R.D. 
Defries, Toronto: Canadian Public Health Association 1962, p. 137. 


2 See also Royal Commission on Health Services, Vol. Tops Cite Che. 
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phases of public health insurance. But we also see the public health nurses in 
British Columbia and to a lesser extent in other provinces provide bedside care, 

a personal health service hitherto considered as lying outside the domaine of 
health department activities. The public agency has thus extended its activities 
far into the field of personal service. On the other hand, however, the private and 
personal health services have been assuming some of the tasks which were pre- 
viously considered to lie entirely in the province of public health. Private physi- 
cians are providing immunizations and well-mother and child care to a greater 
extent than they used to, a development facilitated by the growth of prepayment 
coverage. Psychiatric care too is increasingly sought and provided in the context 
of private practice. Chemotherapy in tuberculosis involves the private practitioner 
increasingly in the care of the tuberculous. Private medical practice has also been 
taking greater interest in matters of health maintenance and prevention. This 
manifests itself in the newly emerging pattern of general practice, the personal or 
family physician of tomorrow, and the entire concept of the practice of social 
medicine which considers the whole patient in his environment. 


As a result of all these developments preventive health services are no 
longer the prerogative of the public agency, nor personal health services entirely 
a matter of private practice. Public health then is no longer synonymous with 
preventive and environmental health,’ nor does it leave personal services entirely 
to private health services. The old distinction between public and private health 
thus no longer holds and we are on firmer ground in evaluating the part played or 
to be played by the public agency if we classify the services into public and pri- 
vate by their auspices rather than by their content. 


A new element has been added to the vanishing borderlines between public 
and private or personal health services by new concepts of community care. 
Visiting bedside nursing by public health nurses has already been mentioned. The 
meaning of "community" in this context is again not clear-cut and leads to misun- 
derstanding. Community health services may mean the total of all health services 
in the community including the hospital, or the term is frequently used to describe 
the services in the community outside the hospital. To organize community health 
services in this narrower sense is by some seen as a future function of public 
health agencies, although there is nothing in the nature of these services that 
would make them more suitable for administration by government rather than some 
other agency. The epidemiological method, developed as an important tool in tra- 
ditional public health to study the distribution and etiology of communicable 
diseases, has found wider application and is now used in the field of chronic 
disease, accidents, and other aspects of health which are now taking the place of 
the largely controlled communicable diseases as major health problems. Thus, 
epidemiology and the production of the statistics essential for its study, have been 
looked upon as essentially public health activities to be adapted to the newly 
arising needs. 


1 Matters of sanitation, water supply, control of air pollution, and others have shifted into the 
area of engineering rather than health. 
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There is a danger that the controversy over the future role of public health, 
preventive, and social medicine, general practice, and community services will 
degenerate into a fruitless battle of semantics. The needs for all these disciplines 
is obvious. It is also evident that they must be geared to the newly emerging 
-health problems as well as to the old ones in the light of modern knowledge. The 
role of the general practitioner as well as of the medical officer of health has been 
the subject of soul searching and reappraisal. Both have been described as either 
obsolete or as the very hub of the health services to come. There are definite and 
important fields of activities for them in the framework of the future health services 
if their education and training is such as to prepare them for their new tasks. There 
will also be a growing need for the health services administrator of the future. The 
contents of these new disciplines either have been or can be defined, and curricula 
of study exist and are being developed. It would probably help to clear the air in 
regard to the position of public health and the medical officer of the future, if it 
were made clear that the training in a school of public health does not necessarily 
lead to government employment. A nurse with public health training can be either 
a public health nurse employed by a health department or she may work as a visit- 
ing nurse with a private agency. A health services administrator may be, but does 
not necessarily have to be, a medical officer of health or, for that matter, a physi- 
cian at all, as long as he has the knowledge and qualifications required in the 
modern administration of health services. If we continue to use the term public 
health despite its changed and blurred meaning, it should be made abundantly clear 
that it is not synonymous with government service, just as government health ser- 
vices are no longer confined to what used to be considered as public health.? 


In reviewing present-day government activities, it is well to remember that 
the old public health problem of threatening epidemics still exists. It is only the 
continued existence and effectiveness of communicable disease control measures 
which now effectively keeps these diseases from entering the country or contain 
cases so that major outbreaks are avoided. This activity must remain a major task 
of government health services. 


Government activities have become much more diversified, however. Like 
all health services, those provided by governments have become more complex 
and much more costly to an extent that neither local nor provincial governments 
could adequately finance them under present arrangements without financial sup- 
port by the federal government. Intensified interprovincial migration and travel 
together with modern means of transportation have brought the provinces a good 
deal closer together than they were when the two Canadas, situated along the 
St. Lawrence, provided for a Central Board of Health. There is close cooperation 
among the provincial health departments with the federal department facilitating 
the liaison not only through consultation in regard to federally supported program- 
mes, but also in the general area of health administration through the Dominion 


1 An interesting contribution to this subject is contained in two recent British publications: Ander- 
son, J.A.D., A New Look at Social Medicine, London: Pitman Medical Publishing Co. 1965; and 
Bothwell, P.W., A New Look at Preventive Medicine, London: Pitman Medical Publishing Co. 1965. 
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Council of Health. Tangible evidence of these efforts to make e pluribus unum in 
the health field are not only the federally assisted programmes but also the strik- 
ing similarity if not uniformity in provincial health legislation. ! 


The degree to which local health units and urban health departments provide 
personal health services varies with the socio-economic status of the population 
of the area, the availability of private health personnel and facilities, and also 
with the basic policy of the provincial health department. The services are basic- 
ally of a preventive nature and may include child, maternal and school health, 
communicable disease control and sanitation. In some areas, as already mentioned, 
the public health nurse also provides bedside nursing on a visiting basis. The 
range of services and activities depends very largely on the personal initiative of 
the medical officer and his success, in turn, will be determined by his relationship 
with other practitioners and agencies in the community or area. The medical officer 
thus may take a leading part in establishing a home care programme, dental or 
chronic disease prevention, and a variety of other activities even within the seem- 
ingly narrow area of preventive services. The cost of the local health units is 
shared between the participating municipalities and the province, with federal 
assistance under the National Health Grants Programme for the expansion of such 
services. 


The organization and extent of activities of provincial health departments 
vary similarly. They all provide guidance and supervision of local health unit acti- 
vities, as well as consultation in technical matters through their specialized divi- 
sions dealing with such matters as environmental health, communicable disease 
control, maternal and child health, dental health, health education, nutrition, 
laboratories, research and statistics, health services to selected population groups, 
health grant administration, mental health, tuberculosis, industrial hygiene, nursing 
and others. The relationship between the provincial health departments and public 
health insurance plans varies from direct control by the department to separate and 
independent commissions being responsible for the administration of the insurance 
programme. The responsibility for the coordination of rehabilitation services may 
also rest with the provincial department of health. 


Separate and independent from the provincial health departments are the 
Workmen’s Compensation Boards of the provinces. Because of its separation from 
the health administration as such, and also because of its narrow limitation to 
occupational disease and injury, workmen’s compensation has not received the 
attention it deserves as an institution administering, providing, and financing 
health care including the provision of income maintenance payments. Within its 
sphere of activity, workmen’s compensation provides comprehensive coverage 
covering all possible needs for health care and financial assistance during disabi- 
lity. It represents a smoothly working blend of public and private care, of legisla- 
tive provisions and their practical application emphasizing the spirit rather than 


- Kohn, R., The Health Status of the Canadian People, a study prepared for the Royal Commission on 
Health Services, Ottawa: Queen’s Printer (in print), Appendix B. 
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the letter of the law, and of pooling and sharing the risks. Ontario Workmen’s 
Compensation Act, passed in 1915 and the first such Act in Canada, has been in 
force now for half a century and, despite the complete authority for its administra- 
tion being vested in a Board consisting of a majority of lay members, seems to 
have secured the full cooperation of the medical profession, employers who pay for 
the operation of the scheme, and employees. The secret lies in the fact that the 
all-powerful Board uses effective review procedures, but primarily the usually 
harmonious working of the scheme can be ascribed to the willingness of all concern- 
ed to make it work once legislation had established the basic principles. Apart 
from providing a model for a working relationship within a health care scheme, 
workmen’s compensation has made major contributions to the development of reha- 
bilitation in Canada. The Ontario Workmen’s Compensation Board pioneered in the 
field of physical rehabilitation as early as 1932 and extends its services now into 
the various stages of vocational rehabilitation. 


The Health Branch of the federal Department of National Health and Welfare 
largely parallels the organizational divisions of the provincial departments, in 
addition to the divisions required to fulfil its own statutory obligations including 
the administration of the National Health Grants and the Hospital Insurance and 
Diagnostic Services Programme. Thus, the Department operates the Food and Drug 
Directorate including the Narcotic Control Division, and also the Laboratory of 
Hygiene to conduct research, provide consultation to the provinces and an inspec- 
tion service for biological products. In addition to divisions corresponding to those 
of provincial departments, it has divisions for Civil Aviation Medicine, Public 
Health Engineering, Hospital Design, and Radiation Protection. 


CHAPTER III 


SPECIALIZATION AND INTEGRATION 


IMPLICATIONS OF CHANGING PATTERNS 


The foregoing chapter sketched some of the changes that have occurred, 
and continue to occur at an accelerated rate, in the basic elements which form 
the health services complex in the community. Similar illustrations could be 
added for other components of this complex. Particular stress was laid on the 
observed proliferation of existing health professions and services, and the emer- 
gence of new types, as progress demands greater specialization and formal 
training in specific fields which consequently become identified as new disciplines. 
Specialization thus has provided the means by which the health professions and 
health agencies have been able to absorb the growing body of scientific and 
technical knowledge. As a result Canada’s health personnel and agencies today 
are among the most competent to be found anywhere. Physicians, dentists, nurses, 
members of the health professions are, on the whole, well qualified to render 
their particular service, as the hospitals and other facilities are well equipped 
for their particular tasks. Yet, is this competence and proficiency applied effec- 
tively or as effectively as possible? 


In discussing each type of service, we have proceeded on one plane as it 
were, disregarding the fact that we must add a third dimension. Even the appraisal 
of individual types of personnel or services could not be entirely oblivious of 
changes in one area bringing about corresponding changes in others: e.g., changing 
patterns in the practice of medicine stimulate changes in hospital care and vice 
versa. The Terms of Reference of the Royal Commission refer not merely to this 
particular service or that but to health services as such, and the Commission 
refers to the subject of its inquiry as the health services complex. Since the 
individual services interact upon and also supplement one another in the care of 
the patient, the whole complex is more than the sum total of its component parts 
and, therefore, its functioning can be fully appraised only by adding this third 
dimension of observation. This is being attempted in the following pages. It will 
be demonstrated that the few and simple services available in earlier days ensured 
total and continuing care such as then existed. Today, however, having progressed 
so rapidly and so far in medical science and technology, a deliberate effort is 
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needed to supplement the successful development of each particular service by a 
corresponding understanding and systematic guidance of their interaction. 


Increasing specialization renders proper co-ordination at once more difficult 
and more imperative as well as urgent. These factors have been at play in the devel- 
opment of health services in Canada since, almost a century ago, she emerged as a 
nation. A brief review of this evolution trom the uncomplicated idyll then to the 
complex health industry of today will illustrate what has been lost while 
knowledge was gained. It will also be possible to detect the germs of efforts here 
and there to bring together again the proliferated parts of our health services 
into one focus, i.e., the doctor and his patient. 


FROM THE IDYLL TO THE HEALTH INDUSTRY 


The services have developed in accordance with recognized needs and the 
resources available to satisfy these needs. In the more populated areas there 
would be a doctor available who, in one person, represented general practice and 
what specialized knowledge existed then. He was the family physician, paediatri- 
cian, gynaecologist, and psychiatrist all in one. Most of the medication he dispensed 
and equipment he needed could be carried in his bag. The doctor’s office at 
Upper Canada Village was a living room or study rather than an office in the 
modern sense of the term. What treatment methods were known, could be applied 
either at his office or when bedrest was indicated, in the patient’s home. The 
doctor’s fee would by and large depend on the patient’s ability to pay. For his 
visits to patients scattered in rural areas, the doctor had to get his buggy ready 
or travel on horseback for many miles on primitive roads, exposed to the weather 
and other hazards of travel in those days. When, early in the 19th century, the 
Rideau Canal was built, there were two physicians attached to the construction 
operations. Dr. Robinson, the assistant surgeon, wrote to Colonel By on July 18, 
1830, to ask ‘‘if he could have an extra supply of forage for his horse since he 
was having to ride through bush frequently in order to visit a man at Long Falls 
who was seriously ill’’.1 Private practitioners, however, had to make their own 
arrangements for travel in the bush and along prairie roads. The patient’s home 
was more likely than not as clean and sanitary as any place could be made. 
There was usually ample room in the farm or town house to accommodate the 
patient and some member of the large family would always be available to tend to 
the sick. There would be someone around to look after the grandparents when they 
needed it, and granny was there or not far away, when mother was in childbed or 
Sick. 


While this was the rule, there were some unfortunate sick people without 
either the home or the family to accommodate their needs. These, likely, were 
often cases of incurable illness and for them a place had to be found in the 
hospital. Mental illness was regarded very much like criminal behaviour as an 
asocial manifestation, the main concern being to disengage the sufferer from the 
community. 


2 Legget, R., Rideau Waterway, Toronto: University of Toronto Press 1955, p. 51. 
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There was nothing in this picture that would indicate any serious problem 
for the individual or the family. Nor was there any problem as far as the community 
was concerned except for providing the hospitals on the same basis as other 
charitable needs were met. The picture, however, contains the roots for our 
modern basic services and tracing their development will at once illustrate the 
problems we are facing today. 


For one thing, the idyllic picture we have painted of mid-eighteenth century 
health services was shattered now and again by violent outbreaks of such 
epidemic diseases as cholera, smallpox, and others. When this happened, 
community action was required and it was the occurrence of epidemics which 
brought about the establishment of public health agencies. 


Like other phenomena inherent in our modern industrial and largely urban 
society — such as unemployment and the problems of income security — health 
care in those early days was something that created no problems beyond the 
family, or at most the local community, both of which enjoyed a high degree of 
self-sufficiency in the economic as well as the broader social sense. 


In comparison with the modern multiplicity and complexity of services we may 
consider those early days as primitive with little regret over their passing. Yet, 
it is worth remembering that the health care then contained certain principles 
which were lost during the spectacular developments of the ensuing decades; 
one of our main concerns today is to reinstate these principles. For one thing, the 
doctor cared for the patient as a whole and beyond that for the family as a whole, 
without the fragmentation of their health problems into a number of more or less 
self-contained specialties. Furthermore, the home with its familiar environment 
was the place where, with few exceptions, the patient received any care not 
provided at the doctor’s office. 


Tracing briefly the development of the early elements and methods of health 
care will help in the understanding of the present situation. It will also explain 
why health and health care which were not even mentioned as such in the British 
North America Act are today a matter of concern to governments, requiring the 
services of a Royal Commission to point the way towards a solution. 


In the early days of Canada’s nationhood most of the technological devices 
we are now taking for granted did not exist or were in their earliest beginnings 
only. There were no motor vehicles, airplanes, rockets, telephones, radio, 
television; there was no thought of isotopes or electronics. Roentgen and Osler 
were on the threshold of their career, Pasteur was in his forties. Florence 
Nightingale had begun to convince society that nursing of the sick required not 
only charity and good intentions but systematic training. It was the time when 
the ground was laid for many of the scientific and technological advances which 
had such a profound effect on the fabric of our society and all its activities. 
Medical science, aided by physics and chemistry, were at the forefront of 
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progress which equally affected all branches of learning. As more and wider 
fields opened up, only specialized knowledge could press the advance in any of 
the many new directions. 


Consequently the doctor’s work as well as the institution which was really 
only a forerunner of today’s hospital, had to be subdivided into new forms to keep 
pace with the developments. The work of the doctor was to be channelled into 
some 30 specialties of today. Hospitals grew from the charitable, largely custodial 
institutions into the gleaming — and costly — health factories of today as repositories 
of complex technical and laboratory equipment being brought to bear on the patient. 


The third element in the early pattern of health care, the home and family, 
also has undergone great changes. The old family encompassing several 
generations in one home or in close proximity and largely self-sufficient in all 
matters — cultural, social, economical — was moved from the rural or small town 
setting into industrialized cities. This weakened family ties and the interdependence 
of all members of the family. City dwelling leaves no room for grandparents or 
grandchildren. Besides, grandparents nowadays are ’’disengaged’’ and are left 
with little to contribute to the running of the urban home. There is no spinning 
to do, or no elaborate cooking. Babies are born in the hospital and the hospital is 
the place for the seriously ill, partly because the environment of the modern city 
home cannot cope with serious illness, and partly also because the hospital has 
outgrown its role of a place where people go only to live out their life or illness. 
One no longer goes to hospital to die, or in the case of mental illness or 
tuberculosis to remain cooped up, but more likely than not one expects to be out 
again after a short time. Early ambulation, active rehabilitation, and the pressure 
on the hospital, as well as its cost, combine to shorten the hospital stay. 


The health problems too have changed. The acute attacks and epidemics 
of infectious diseases have more and more given way to the more lingering chronic 
diseases requiring different kinds of care and facilities. 


Apart from the ramifications of the old elements of health services, new 
types of health services developed such as the laboratories for diagnosis, 
treatment or research. The concept of rehabilitation has drawn a number of other 
Services into the health field and the same happened to a number of community 
Services needed to assist the modern family and the patient in coping with 
illness in our modern society. 


Specialization and the resulting fragmentation of medical service have 
brought about a situation where not only children and each parent consult different 
doctors, but each member of the family may well take their various complaints to 
different specialists, Gone is the care of the whole patient, instead we have the 
benefit of everything modern medical science can provide for specific problems. 
Whether that means that the art of medicine has given way to the science, and 
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whether seeing the patient in his environment has become primarily the function 
of another specialist, the psychiatrist, remains to be seen. One branch of medicine, 
dentistry, has developed into a profession of its own. 


The modern hospital has become a very complex institution whose planning, 
construction and operation has turned into a major administrative and economic 
problem. Like the services provided by the hospital today, most of the other 
modern health services were unknown even a few decades ago. The modern drugs 
provide a spectacular example. Similarly unknown were the substantial costs of 
health services as we know them today, as well as the problems arising out of 
these services to governments on all levels and to other community organizations. 


The community became increasingly concerned with, and involved, in the 
organization of health services. Charity and voluntary organizations extended 
their field of activity, partly demonstrating the need for, and the feasibility of, 
projects later to be taken on by government. 


Public health originally concerned with the protection of the public from 
the spread of infectious diseases found new fields of activity such as general 
preventive measures including health education and health supervision of mothers 
and children.Gradually governments had to concern themselves with providing 
treatment to individuals, something contrary to the old concept of public health. 
The lengthy institutional care once required for tuberculosis has to be financed 
by the provincial governments if patients were to be expected to complete their 
treatment and avoid spreading the disease. Similar problems led to similar 
developments in the fiels of mental hospital care. Cancer diagnosis and treatment 
followed, as did services to certain population groups such as the assistance 
recipients. Various methods of financing health services, such as voluntary 
prepayment, had their effect on the demand for these services. The advent of the 
national hospital insurance programme is only a further step in the growing 
involvement of the community in the organization of health services. 


In addition to the development of mew occupations, the old ones are 
branching out in many different directions though still connected to the same 
root. But the courses of education leading to an ‘‘M.D.”’’ or ‘‘R.N.’’, which once 
completed a physician’s or nurse’s education, serve now in many cases only as the 
basis for formal post-graduate training and the kind of formal or informal continued 
education any professional and technician requires to keep abreast with new scien- 
tific development on an ever broadening front. 


It has furthermore become apparent in the discussion of health professions, 
hospitals, and government services that no single type of health service can be 
reviewed without reference to other health services or without regard to the 
changes in the community at large. Medical practice has relied increasingly on 
the hospital which, in turn, must adapt to the needs arising in the modern practice 
of medicine. The nursing profession has been adjusting to the new role of the 
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hospital, the nursing needs outside the hospital, as well as to changing demands 
on its services arising from new medical methods and techniques. Even the 
dental profession, which by reasons of its subject matter and the separate 
training received, always has kept apart from other health services, is now being 
drawn closer to them. Nor has it been possible to talk about health services 
without reference to other community services, particularly those in the welfare 
field, 


DEVELOPING FORMS OF INTEGRATION 


This growing interdependence has not gone entirely unnoticed by the 
providers of health services. Although in North America there has been no 
interference or guidance — whichever way one may interpret it — by the state 
in how health services should be planned and organized,? the various professions 
and agencies involved have themselves begun to experiment with new patterns of 
organization. Voluntary effort could always be counted on to detect gaps and 
unmet needs for service, and voluntary organizations have been prominent in 
experimenting with new ways of establishing liaison among the various types of 
service in the community. Referral and home care plans pioneered by the 
Victorian Order of Nurses and other visiting nurses agencies, rehabilitation 
centres and clinics are among the more recent invaluable contributions by 
voluntary agencies in the field of community services. 


The trend towards greater specialization must be expected to continue, It 
is the inevitable result of growing knowledge, advanced scientific techniques, 
and expanding resources in dealing with ill health. As such, specialization is an 
indication of remarkable progress. Yet, this very progress has also created many 
problems which grow with the complexity of health services. 


While the practice of medicine is becoming more and more specialized, 
there is at the same time a growing recognition of the need for treating the whole 
man and not just a specific symptom, disease, or impairment. The emergence of 
human ecology and social medicine has helped in developing a concept of care 
which not only looks at the whole patient but also takes into account his 
functioning within a particular environment or situation. The social sciences are 
drawn increasingly into the orbit of medical investigation. 


While scientific knowledge and equipment are applied in every phase of our 
health services, there also has been a growing awareness that all may not be 
well with the way things have been going: whereas much has been gained by the 
steady transformation of medicine from an art to a science, something was lost 
in the process, something that was there in the early days when we were less 


1 The implementation of the Hospital Insurance and Diagnostic Services Act has inevitably led to a 
more systematic evaluation of hospital services and hence gradually to some more integrated plan- 
ning. 
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efficient perhaps and medical care in many ways was less effective. This 
something is the simplicity of seeking and providing the care and services 
needed without disturbing the familiar home environment in which care is given. 
The doctor in the olden days automatically cared for the whole patient whom he 
knew in his environment; whatever other services were needed and existed could 
easily be made available. This has been lost in the process of specialization in 
medical science and fragmentation of services. The once existing close doctor- 
patient relationship, where one doctor treated and knew the patient and his 
problems, must be replaced by something else if it is important for the doctor to 
know more about the patient than just his current complaint.! The newly oriented 
general practitioner may fill this gap in modern health care and the clinic-type 
group can provide the framework for close integration of knowledge of the whole 
patient with the specialist’s skills and techniques. Partnerships and groups may 
come into being mainly for their administrative, financial, and other practical 
aspects from the participating physicians’ point of view, but the result is a 
mechanism providing a broad spectrum of specialist services with an easy intra- 
clinic referral system, central records, and ready facility for communication 
among the practitioners. All these factors go a long way towards putting together 
again the Humpty Dumpty of general and continuing care which would otherwise 
remain hopelessly fragmented as a result of specialization. The ready availability 
within the group clinic of diagnostic and therapeutic equipment and other 
ancillary services add further to the integration of care as well as to its quality. 


The availability, within a group, of specialist and technical services as 
well as equipment points up similarities with hospital services. The well staffed and 
equipped group could relieve some of the demand on the hospital. The availability 
of special services in the group clinic has the advantage of ready access, referral, 
and consultation, but the solo practitioner on his part can avail himself 
increasingly of the services of independent X-ray and clinical laboratories. 


Hospital services, too, have been characterized by more specialized 
equipment and services, leading increasingly to classifying the patients into 
types and compartmentalizing their treatment. The hospital has replaced the home 
as the place where much of the illness is cared for. It has become an effective 
and elaborate machine for the treatment of patients, and as such it is very costly. 
The rising cost of hospitalization remains a matter of concern though insurance 
and prepayment have eliminated the financial risk to the patient at the time 


1 It has been said that the way the patient pays for his medical care has something to do with that 
personal relationship. At least some physicians feel, however, that money matters detract from a 
good relationship rather than cement it. We have also seen that today the way the patient pays the 
doctor has often no bearing on the manner in which the physician receives his remuneration in 
partnerships or groups. Even in solo practice, the accounts are handled by the doctor’s office 
rather than the doctor himself, and are often handed over to a collection agency. The prepayment 
plans sponsored by the medical profession indicate recognition of the need for a prepayment mecha- 
nism which in any case would be available from commercial insurance. Those who cannot afford the 
premium, could not afford the fees either. Thus, if the method of payment ever had any effect — 
which is doubtful indeed — on the way in which the physician practises his profession or on the 
patient’s attitude towards his doctor, such effects have been removed long since. 
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when the service is needed. If the hospital has turned into a diagnosing and 
healing machine, and the care changed from compassionate charity to cold 
scientific and technical methods, this has no doubt greatly increased the 
effectiveness of the hospital. What ill effects the change exerts by adding to the 
physical trauma the psychological one of removal from familiar surroundings can 

be overcome, and frequently are overcome, by humanizing the ’’processing’? of 

the patient. This means little things such as a comforting or reassuring remark 
during completion of the admission form or a word of explanation when the 
identification tag is snapped on, instead of leaving the patients — particularly 
children — wondering what is going to be done to them and unnecessarily 
increasing their understandable apprehension on entering a hospital. But the 
humanizing may well extend into the architectural design of the hospital plant 
without diminishing its functional efficiency. Hospitals need not be ’’cold stone 
barns where the experience of healing is cold and without environmental warmth’?’;! 
instead of its cold and forbidding appearance, the outer appearance of the hospital 
can be made a favourable emotional experience ‘‘ psychologically beneficial to 
patients, staff, visitors and employees’’.’ ‘‘Why’’,Frank Lloyd Wright asks. ‘‘is 
the hospital not as humanely practical in aesthetic effect as it tries to be in 
physical purpose?’’’ Thus, the hospital could become part of the living city which 
he envisaged. If hospitals and departments within hospitals are becoming 
increasingly specialized, we have also observed the trend towards progressive 
patient care which adjusts the care given in the hospital to the successively 
changing needs of the patient. The need for the patient’s separation from his home 
environment is reduced by referral systems and organized home care plans which 
also result in closer integration of the hospital with other community services. The 
provision of day or night care facilities removes the clear-cut dividing line between 
in-patient and out-patient care, and the gradual abandonment of the separate mental 
and tuberculosis institutions and their possible integration into the hospital insurance 
scheme will go a long way towards greater co-ordination among all institutional 
health services. 


The emergence of a new concern with the health of people as social beings 
creates a need for ensuring that both social and health needs are met. This 
requires a closer liaison between the health services and the equally specialized 
community services on the welfare side. If the teaching of social medicine in the 
medical school creates the necessary awareness of this interrelationship, services 
such as medical social work, homemaker services, sheltered employment for the 
convalescent and handicapped, occupational therapy and vocational training are 
all designed to round out the health services proper. 


: Peckham, A.H., ‘‘Hospitals as an Art Form’’, Hospital Administration in Canada, October 1964, 
pe 47. 


2 Ibid. 


: Wright, F.L., The Living City, New York: New American Library of World Literature, Inc., 1963, 
p. 204. 
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Vocational training and education, special educational facilities for the 
handicapped, and placement services in the course of rehabilitation lead 
directly into the fields of education and employment. 


Measures for the promotion of physical and mental fitness link health 
considerations to the wide and varied field of recreation. The physical sciences 
are drawn into the area of health services by supplying diagnostic and 
therapeutic equipment as well as by applying engineering know-how to the 
design of prosthetic devices which alone render possible any degree of 
habilitation for handicapped children and rehabilitation for physically impaired 
adults. 


The protection of health and the provision of health services have become 
the subject of legislation at the municipal, provincial and federal level far 
beyond the original extent of health legislation which was designed to protect 
the community from the spread of communicable diseases and provide for the 
hospitals which existed in the main as charitable institutions. Constitutionally, 
this development has brought about an extension of the original local concern 
with health matters to the provincial and federal level. Among the reasons for this 
expanding concern with health matters have been the rising costs of health 
services which are exceeding the resources of local governments and developing 
into a major component of the nation’s economic fabric. 


The brief review of the changing role of governments within the health 
services complex has illustrated the growing and changing scope of public 
health services. In particular, the term public health has assumed a far broader 
meaning, linking this branch of the health services more closely to various 
aspects of personal health services. 


The specialization in the traditional health profession and the emergence 
of new disciplines and occupations is being counteracted not only by emerging 
new patterns of organization, but very substantially also by integrating their 
education and training in health science centres instead of teaching the various 
disciplines in separate institutions isolated from one another. 


There are then many instances where specialization of health disciplines 
and proliferation of services have led to efforts to bring the diverging parts 
together again. But it was not until the appointment of the Royal Commission on 
Health Services that a systematic attempt could be made to take stock of the 
often conflicting, competing, or at best isolated developments of the last few 
decades. The Commission provided, for the first time in this country, the framework 
for an over-all assessment of the important but haphazard trends in the development 
of health services. We have, however, by no means reached the end of the many 
dynamic processes at work, which must be expected to continue, and to continue 
probably at an accelerated rate. Therefore, it will be necessary, even after the 
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Royal Commission has made recommendations for rationalizing the present 
organization of health services, to maintain a programme of continuing observation 
and evaluation of health services in order that Canadians may be assured of the 
best possible health services not only now but also under changing conditions in 


the future.” 


EMERGING PATTERNS OF ORGANIZATION 


A workable system of health services requires three components apart from 
the matter of paying for them: 1) personnel, 2) physical facilities and equipment, 
and 3) an adequate organization of personnel and facilities. Matters of personnel 
and facilities have been examined elsewhere by the Royal Commission on Health 
Services in its Report as well as in special studies prepared within its research 
programme. Organization is not something that has to be artificially superimposed 
upon the present structure; nor does Canada’s constitutional status and social 
development favour solutions which may work well in smaller countries with a 
centralized administration, or in countries where governments assume absolute 
authority on a much broader basis than is the case here. To find a solution 
Suitable to Canada’s institutions it will be well to examine the germs of solutions 
developed spontaneously and to see to what extent such solutions may be 
amenable to broader and more systematic application. 


The developments described in the foregoing pages have resulted in: 


1) a multiplicity of services, 

2) a multiplicity of auspices under which the services are operated, 

3) a multiplicity of financial and administrative arrangements under which the 
services are operated. 


The multiplicity is the natural outcome of the scientific progress which has taken 
place and has been applied within Canada’s social, economic, and political 
framework. 


It is important to bear in mind that this development is not peculiar to the 
health field. It can be observed in many other areas where responsible individuals 
and agencies took the initiative reappraising traditional patterns. The results may 
often appear radical and revolutionary though they are merely the outcome of an 
ongoing evolution whose subtle and inconspicuous manifestations may have gone 
unnoticed for some time until eventually the stage is reached where their 
cumulative effect can no longer be ignored. We have seen this happen in the field 
of religion, edcation, economics, defence, international relations as well as 
relations between various groups within acountry, the constitution, the arts, in 
short, in every field of human endeavour. The health services, too, need such a 
reappraisal, thus providing a basis for the orderly planning of our affairs in the 
future; to ignore it could only lead to chaos. 


1 The Health Planning Councils and the Health Sciences Research Council recommended by the 
Royal Commission on Health Services provide a mechanism for continued evaluation and review. 
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CHANGING ROLE OF GOVERNMENT 


The role of government has been in transition in all sectors of social 
action and it is not surprising that health services are exposed to very much 
the same wind of change that permeates and molds the modern image of government 
in many other fields. The function of governments as providers of health services 
has already been described. To understand it better and to see it in the context 
of the future organization of health services, it will be helpful to remind oneself 
of the shifting roles of the individual on the one hand and his government on the 
other and of governments in relation to one another. In the Canadian setting in 
particular, this problem has to be discussed from two angles: first, there is the 
question of the function of government as such as opposed to the efforts and 
responsibilities of the individual and his private and voluntary organizations; and 
then there is a shift of responsibility back and forth among the three levels of 
government, namely the local or municipal, the provincial, and the federal. 


Reviewing first the changing concepts of the role of government as such in 
our society, political framework, and social order, we find historically this role 
most thoroughly debated in the economic field. We recall here the swing of the 
pendulum through various degrees between protectionism and “‘laissez faire’’, 

Of late we have witnessed an increasing role played by the state in several 
respects. Some nations in the ‘‘free enterprise’? camp which always jealously 
guarded their national identity, have agreed to subordinate some of their autonomy 
in the economic sphere to the interests of a group of states joined together 
voluntarily for this purpose. This is happening in Europe, the traditional battlefield 
of nationalistic interests of which economic matters had been not the least. 

While internationally the call is for freer trade, there is increasing acceptance in 
Canada and the United States of the idea that even a free ecomomy must, in 

order to remain free, accept the principle of national and international planning. 


The Royal Commission on Health Services has examined the role of 
government in Canada in regard to the financing of health services, and it 
arrived at the conclusion that government has a larger role to play in this area. 
Having described the growing participation by government in the provision and 
financing of health services, the question arises as to what the respective 
functions are of each of the three levels of government: municipal, provincial, 
and federal. 


DIVISION OF JURISDICTION AMONG GOVERNMENTS 


The Order in Council establishing the Royal Commission on Health 
Services recognized the fact ‘‘that the power to make laws relating to health 
services is, except in limited fields, within the jurisdiction of Provincial 
Legislatures’’, It further enjoined the Commissioners to make recommendations 
‘‘consistent with the constitutional division of legislative powers in Canada’’. 
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The concept of provincial jurisdiction in health matters is in itself a product 

of evolution and interpretation of the British North America Act. While the Act 
contains specific provisions for education and schools, it contains no reference 
to health as such or to health services. This, as pointed out, is due largely to the 
absence of major problems and therefore of the recognition of health as a subject 
matter which could conceivably have raised doubts as to the jurisdiction in 1867. 
What problems there did exist, were abviously ‘‘of a merely local nature in the 
Province’’, It was first of all a matter of containing epidemic outbreaks of 
contagious diseases brought to Canadian ports by ships from abroad. What steps 
were required had to be taken immediately and locally; there was no question then 
of mass vaccinations from coast to coast nor were they necessary with the 

limited and slow means of transportation of the time. The other problem related 

to health was still more limited as it related to the hospitals of the day whose 
nature we have already described and whose scope and operation was very similar 
to that of the asylums, charities, and eleemosynary institutions with which the 
British North America Act deals in Section 92(7). 


A similar situation prevailed in regard to welfare which also did not receive, 
nor at the time warrant, specific mention in the British North America Act 
because what services existed were of strictly local scope and concern. 


Because the immediate concern with the health and welfare of the people 
has traditionally rested with the local authority, and because of the provision 
that matters of property and civil rights in the province fall under the exclusive 
powers of provincial legislatures, their jurisdiction in the health and welfare 
field has always been accepted, just as the Act specifically stipulates it in the 
case of education. The provisions of the Act relate only to the jurisdiction, 
i.€., the right to make laws conceming certain subject matters.This is distinct 
from the actual operation or management of health services which may not be, 
and in fact originally have not been, in the hands of government as far as personal 
health services are concerned. 


As time went on, a third factor affecting health services has come to the 
fore: their financing. As the services began to reflect the scientific advances of 
our age, they became gradually more elaborate and more effective, but also more 
complex and hence more costly. Governments had to contribute to the capital 
cost of building hospitals and eventually to their operation. Governments 
gradually also assumed the operating costs of certain personal health services 
either because they were necessary for the protection of the community (e€.g6, 
tuberculosis and mental health services) or because of the danger of people 
avoiding necessary care because of the cost (e.g., cancer diagnostic and treatment 
Services), The concept of government entering the picture where the complexity 
and cost of health services are, or may become, beyond the means of the stricken 
individual has gradually broadened. Hospital insurance under govemment auspices 
has become an accepted fact. Provinces now have introduced or are actively 
considering schemes for medical care insurance. The Health Services Programme 
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recommended by the Royal Commission on Health Services would be another step 
in the same direction. 


There has been, then, a trend for the responsibility for the provision and 
financing of health services to shift from the individual to government and, among 
governments, a shift in assuming the growing costs — both operating and capital — 
from local to higher levels of government; local governments, though primarily 
concemed with health matters, can no longer finance them from their own 
resources so that provincial and federal grants have become necessary to achieve 
and maintain certain standards. 


The expanding role of government on the one hand and the shift of financial 
involvement from the local to the provincial and federal government are again not 
unique to the health services. Whe find the same pattern in education, welfare 
services, and other public programmes such as road construction. The basic 
problem in all these various fields is one of reconciling the advantages of local 
planning and operation with the need for financial support from senior governments 
with the objective of maintaining certain minimun standards throughout the country. 


SUMMARY 


The history of the development of our health services shows that from time 
to time steps were taken by governments, voluntary agencies, professional 
organizations, and individuals to cope with certain health problems as they arose, 
and also to keep pace with scientific and technological advances. There has 
been organization, but always limited to certain programmes or areas. This 
worked well while the agencies in the field were few and their field of action 
clearly defined and this is why we can point to our health services as among the 
best. Roemer has described similar developments in the United States: 


¢¢There can be no doubt that the overall effect of all these social processes 
is to make American health service more and more socially organized. Yet the 
organization occurs in segments. Particular needs are met with particular 
programs. Actions are taken by government at all levels and by hundreds of 
voluntary agencies. Special efforts are applied to a certain population group, 
a certain disease, or for the provision of a certain type of technical service. 
The focus may be preventive or therapeutic or it may be both. The organization 
may involve direct provision of some health service by a structural social 
entity, or it may involve the imposition of certain formal standards and 
economic arrangements over the provision of services by individual medical 
practitioners. Social organization may also apply to the world of medical 
research or professional education. 


‘¢The resulting structure is organized but it is a polyglot picture. It 
reflects the historic origin of each program more than a rational approach 
to the meeting of current needs.?"1 


. Roemer, M.I., ‘‘Changing Patterns of Health Service: Their Dependence on a Changing World’’, in 
The Annals, March 1963. pp.54—55. 
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While the various services have developed, and on the whole developed 
satisfactorily within their own sphere, this has come about in a very haphazard 
fashion and without the rational approach Roemer misses. This is natural and to 
be expected where we have so many types of services, each one subject to a 
variety of auspices. Thus we have services provided by private enterprise — such 
as the majority of physicians, dentists, and other practitioners — by voluntary 
organizations, and by governments, the latter on three different levels. There 
have been instances of voluntary organizations assuming a quasi-governmental 
role, but these have remained the exception rather than the rule. The situation 
has been further complicated by a great variety of piecemeal arrangements for 
paying for health services and the limited and uneven extent of insurance 
coverage with the result that, where a choice and alternative is possible, the 
demand for services has shown a tendency to gravitate towards the most insured 
type of service. 


The shortcomings of this lack of coordination in the face of an ever 
increasing fragmentation of services have become apparent, and there have been 
a number of developments which may mitigate this situation. Among the most 
clearly discernible new forms of organization are medical group practice, 
organized home care, and the coordination of a wide range of rehabilitation 
services. Of these, only the field of rehabilitation services has been made the 
subject of a planned and systematic attempt at coordination. Group practice 
clinics and organized home care plans, to the extent that they exist, have 
come into being at local or personal initiative as means of solving particular 
problems faced by individual practitioners, local groups, or individual institutions. 


Medical group practice has already been discussed in the context of the 
changing organization of medical practice. Home care programmes and 
rehabilitation services will be dealt with in the following chapters. The emphasis 
in this study will be limited largely to the organizational aspects of these two 
types of programmes but it must be stressed that all these newly emerging forms 
of organization, and particularly their interaction, need much more extensive 
study before they can be fully evaluated. 


CHAPTER IV 


ORGANIZED HOME CARE 


THE RENAISSANCE OF HOME CARE 


We have seen how the hospital has been transformed from its original largely 
passive role, as a refuge for some of the very sick to live out their illness, to the 
modem active and effective treatment centre or laboratory. The image of the 
hospital and the attitude towards it of both patients and doctors has changed 
accordingly; far from being considered as the place of last refuge, the hospital 
has become almost synonymous with everything that advanced techniques and 
modem medicine have to offer. It has become the accepted place for the patient 
when diagnostic or treatment procedures of any consequence are involved. To the 
attending doctor the hospital also has the advantage of its physical and personnel 
facilities, in addition to the time-saving convenience of having his bedfast 
patients in one or two places instead of having to visit them in their scattered 
homes. The widening range of specialized personnel and services found in the 
hospital reflects its growing effectiveness. 


The increasing admission rates and percentages of births and deaths 
occurring in hospitals are evidence of the growing acceptance ~or even popularity 
~ of hospital care. The greater use of hospitals and the improvements in the care 
they provide have combined to increase the cost of hospital services, but in 
Canada this has been counteracted by a rising standard of living and by methods 
of financing which by and large eliminate the financial risk of seeking hospital 
Care. 


While the hospital has become a better place for the provision of health care, 
the home and the family are less important in this respect, due to the changes 
brought about in the social pattern of family and community. 


It is the combination of these various factors which instigated the spiral of 
an increasing demand for hospital beds; the more beds there are available, the 
more will be used, although there may be a limit somewhere, especially when the 
factor of discriminating insurance coverage is removed. 


Doubts have been expressed regarding the wisdom of the extensive use of 
the hospital; deliveries in the hospital may mean better services but they also 
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entail the danger of infection in the hospital setting; hospitalization often adds 
the stress of the separation from an accustomed environment to the patient’s 
physical suffering. Arguments of this kind have received powerful support through 
the fast growing cost of hospitalization to which there seems to exist no limit short 
of more or less arbitrary administrative measures curtailing hospital services. 


Should not some of the care now provided in the hospital be given in the home 
~- not necessarily to save hospital beds, but because the home is the natural place 
to be, especially when sick, unless certain services make the presence of the 
patient in the hospital necessary? We have outlined the improvements of the 
hospital and the deterioration of the home as a place for the sick. Therefore, if we 
attempted now to reinstate the home as a place for some of the care now given in 
the hospital, an organized effort is required to compensate for these factors. 


Much care, of course, has continued to be provided in the home and home 
care as such, therefore, is nothing new. The new element, and the one with which 
health administrators have to concem themselves, is that part of home care which 
requires some organization so that the patient in his home will be provided with 
equipment or services which otherwise he would have to seek in the hospital or 
go without. But one should not look at home care, even organized home care, 
necessarily as a substitute for or supplement to hospital care. Home care plans do 
carry cases whose days of care are not considered as ‘‘hospital days saved’’, but 
who are admitted to home care because they require some of the community services 
coordinated by the plan. On the other hand, it must not be forgotten that the 
personnel and technical resources of the hospital, as well as the patient’s physical 
proximity to them within the hospital, remain essential for a large portion of the 
diagnostic and treatment care if this care is to benefit. fully from modem scientific 
achievement. 


THE CONCEPT 


The role one would want to assign to the emerging patterns of health services 
in the health services complex of the future is not necessarily the guiding motive 
in the establishment of specific programmes. This is true of medical group practice 
and it also applies to home care programmes. Most of these programmes were 
established to meet some particular situation in the local community and as a result 
they vary a good deal in their Organization, sponsorship, scope, and effectiveness, 


Their objectives are outlined in many different ways by individual home care 
programmes, but most of them are similar in two respects: the Organization of the 
various community services for the benefit of the patient, and relief of the pressure 
on hospitals. In some cases the shortage of hospital beds prompted the organization 
of a home care plan, in others it was the concern with the home-bound and chroni- 
cally ill in the community who did not and could not avail themselves of all the 
Services that existed. The hospital is one of these services but only one out of 
many, though the most elaborate and costly. 


ORGANIZED HOME CARE 59 


As already stated, it is proposed here to review home care plans from the 
point of view of what they accomplish rather than of the motives behind the esta- 
blishment of particular plans although the latter will have some effect on the 
characteristics of the plan. If organized home care can reduce the rapidly increa- 
Sing capital and operating cost of hospitals and provide equally good or even 
better care, one would certainly accept this factor alone as a strong argument in 
favour of home care. But it is also true that our modern community health services 
are so fragmented that an organized coordination of these services will benefit 
many whose admission to a hospital may never be contemplated. The hospital with 
its concentration of expert personnel and efficient equipment is not likely to lose 
its role in the provision of health care but it may mean ‘‘a shift in emphasis away 
from the hospital bed as the central element in the hospital’’.! 


An “‘increasing coldness towards hospitals as compared with the home’’ ? 
to the extent that it exists in Canada, is indicated by the general trend towards 
early ambulation, progressive patient care, and rehabilitation. All these are factors 
of a purely medical nature (not related to the economies or administrative problems 
of hospital care). The hospital bed will always remain the best place in all cases 
where the patient’s proximity over a period of time to such services as X-ray or 
laboratory is essential and where continuous supervision is required. 


The patient’s admission to a hospital or the duration of his stay there is 
determined not only by the medical indications of the case but very largely also 
by the social circumstances. Does the patient have a reasonably sanitary home to 
stay in if he did not go to the hospital? Is somebody there to look after him? Is he 
close enough to the hospital to be brought there quickly if necessary? 


The haphazard development of home care plans has meant in many cases 
certain limitations on the type of patients admitted to the plan, beyond the purely 
medical and social criteria which establish whether a particular patient could be- 
nefit from home care services. Among the extraneous criteria are the capacity of 
the plan in terms of finances and personnel. But these apply generally without 
selecting certain types of patients, except perhaps in terms of the severity or 
urgency of the case. We also find that some plans are limited, for instance, to 
patients discharged from a certain hospital, to certain conditions (such as 
psychiatric), or to indigents. This is natural as long as the establishment of home 
care plans has to wait for local initiative which often is sparked by a specific 
problem. The selectiveness characterizing some of the existing plans will 
gradually disappear, however, where the plan is established as an essential 
community service. 


z Detwiller, L.F., ‘Integration of Care Patterns’’, The Canadian Hospital, January 1963, p. 53. 


od ‘‘Essays in Co-operation’’, editorial, The Medical Officer, London, Aug. 3, 1956. 


60 ROYAL COMMISSION ON HEALTH SERVICES 


DEFINITION 


The extensive literature on home care offers many definitions, simply 
because there are many types of plans. From what has been said about the concept 
of organized home care it is not difficult to derive a general definition. Thus we 
have already established that the distinguishing characteristic between the care 
always provided in the home and the modern concept of home care is the organiza- 
tion of the latter: thus, when we speak of home care, it is organized home care. 


The physician remains now, as before, the one directing these services. 
Obviously, no new organization is needed where care is provided only by the 
physician, or by the physician and only one other agency such as, for instance, a 
visiting nurses service. Hence we find that some definitions include the involve- 
ment of two or more services in the home care programme as one of its essential 
characteristics. 


The definition of home care in this context then is that of an organization 
coordinating and making available to the patient the services of at least two 
agencies providing services to the sick in the community outside the hospital. 
Hospital- based plans provide such services partly from their own resources. The 
emphasis is on the home as opposed to the in-hospital services. Although in most 
cases the services will be provided to home-bound patients, ambulant patients 
could conceivably visit out-patient clinics or other community facilities. The 
definition, therefore, does not necessarily imply services actually rendered in the 
patient’s home but may cover services provided to patients as long as they are 
residing at home = or some home - rather than at the hospital. 


One widely accepted definition points to the necessity of formal admission 
to and discharge from the home care programme. This certainly applies where the 
plan is designed as an extension of in-patient hospital care, and where accounting 
or billing methods require this type of bookkeeping. 


Ready access to in-patient facilities is a highly desirable feature existing 
in many plans, particularly the hospital-based ones. It helps to allay the anxieties 
of patients and their families concerning the possible need for readmission to the 
hospital. However, it may not be an essential attribute of a workable home care 
plan; some schemes that are not hospital-based exist without firm agreements with 
hospitals, the patients being subject to the same priorities for admission as apply 
to the general population. 


Be By the Conference on Organized Home Care, held under the auspices of the Chronic Disease Pro- 
gram, U.S. Public Health Service, in Roanoke, Virginia, in 1958: ‘Organized Home Care provides 
co-ordinated medical and related services to selected patients at home through a formally structu- 
ral group comprising at least a family physician, a public health nurse, and a social case-worker, 
assisted by clerical service. For satisfactory functioning, patients must be formally referred and 
there must be an initial evaluation, monthly review of records, and a final discharge conference. 
There must be ready access to in-patient facilities’’. 
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One distinction frequently made between basic types of home care plans is 
that between (a) community-based and (b) hospital-based plans. This may be a 
useful criterion for the classification of the ways home care plans originate but 
once the plan is in operation, each type frequently adopts features of the other so 
that eventually the distinction becomes one of semantics rather than of the actual 
operation of the plan. 


A community-based plan is essentially one administered by an agency other 
than a hospital for patients meeting the criteria for home care regardless of whether 
they have been, or will become patients in a hospital. 


Hospital-based plans, on the other hand, are operated by a hospital as a 
department of the hospital ~— very much like an out-patient department -= and are 
therefore limited generally to in-patients transferred to the home care plan or 
sometimes to patients who would be admitted as in-patients were it not for the 
home care plan. 


The remaining essential criterion of a home care plan is an organization 
coordinating several health care services in the community. These services may 
include services other than health services proper, such as homemaker services 
and others not necessarily directly concerned with the medical aspects of health 
or ill health, but required for the effective care of the patient. 


THE HESITANT APPROACH TO HOME CARE 


Home care is not a distinct type of service but a way of organizing a 
multiplicity of services. There exists no national or provincial plan for such an 
organization nor a uniform pattern. Such organized home care plans as exist in 
Canada, and for that matter in the United States, are largely the result of local 
initiative prompted by the awareness of local needs which, of course, vary from 
one community to the next ~ as do the approaches and resources to meet these needs. 
The type of plan and its performance are also very much influenced by the attitudes 
of the individuals and agencies involved as well as by their interpretation of the 
objectives and of the best ways of meeting them under the existing local circum- 
stances. 


The idea of organized home care originated from attempts to extend some of 
the services normally provided within the walls of the hospital into the patient’s 
home. While the history of home care in North America mentions such schemes as early 
as the end of the 18th century, it was not until the post-war period in the late 1940’s 
that the venture by the Montefiore Hospital in New York caught the imagination 
of those who were imbued with the reborn concern for health and health services, 
and faced with their growing cost particularly in regard to hospitals.* As the 


t Among the early plans was the pilot project at Syracuse University College of Medicine in 1940. 
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demand for hospital beds increased — fostered among other factors also by the 
growth of prepayment for hospital care — so did the costs of building hospital 
beds. 


The purpose of the Montefiore plan was to ‘‘solve the three problems of 
(1) shortage of beds, (2) excessive cost of construction of new beds and (3) the 
emotional difficulties suffered by patients as a result of hospital confinement’’.! 
The objectives of home care plans have remained unchanged though the order of 
emphasis may have varied. One might add as a fourth item the growing attention to 
rehabilitation, where the home may provide more incentive and opportunity for 
activities which may be desirable for some patients at a certain stage. 


¢ 


The Montefiore Hospital emphasized long-term illness requiring hospitaliza- 
tion and in its home care plan concentrated on the indigent group, i.e., ‘‘patients 
who require active medical and nursing care but do not require the specialized 
facilities of the hospital, occupying beds only because of poverty and the inability 
to afford the services of a private physician’’.? Nevertheless, the basic problems 
leading to the home care plan there existed elsewhere in the United States and 
Canada. 


What is needed to channel some of the hospital’s load back into the homes? 
We have already asserted that certain patients and certain conditions can be 
treated effectively only in the hospital either because they have to use equipment 
Or services which can be made available only in the hospital or they need nursing 
care and supervision, or both. The nursing care is one of the chief components of 
hospital service. Where it has to be available continuously, it can best be provided 
in the hospital. In cases, however, where somewhat less extensive nursing care is 
needed, the visiting nurse provides an alternative. 


It is strange that we seem to have suddenly discovered visiting nursing as 
an integral factor in our health services ~ as an alternative to hospital care. When 
the first visiting nurses organization, the Victorian Order of Nurses for Canada, 
was established at the turn of the century as a voluntary organization, one of the 
essential features of its services was the staffing and operation of cottage hospi- 
tals.* In 1919 the operation of the hospitals was separated from the Order. But 
while the hospitals became part of the hospital network in the provinces, operated 
initially by the municipalities or other organizations, visiting nursing was left to 
fend for itself depending entirely on voluntary local initiative for the establishment 
of branches and voluntary effort for its financing, supplemented very inadequately 
by government grants. Despite this lack of encouragement, the Order has expanded 
to the extent that it operates 113 branches today * employing over 650 nurses. 


a Cherkasky, M., ‘‘Hospital Service Goes Home’’, reprinted from The Modern Hospital, May 1947. 
? Ibid. 
’ Altogether 38 hospitals distributed as follows: Labrador — 1, N.S. — 1, Que. — 1, Ont. — 8, Man. — 


4, Sask,o— 6,7Altar— 6) beCe nt it Gibbon, J.N., ‘‘Victorian Order of Nurses for Canada, Fiftieth 
Anniversary 1897—1947?’, Montreal, 1947, p. 69. 


‘In all provinces with the exception of P.E.I. 
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Besides the Victorian Order of Nurses which covers nine of the provinces, there 
are the Société des Infirmiéres Visiteuses operating in the Province of Quebec, ? 
and the St. Elizabeth Visiting Nurses Association in the Toronto and Hamilton 
area. The national network of branches of the Victorian Order of Nurses is unevenly 
distributed and limited, by and large, to urban areas but beginning to reach out 
beyond their boundaries. The reasons are to be found in the conditions described 
above as well as in the relationship of nursing to the medical profession. Since 

its frontier activities of the early days, ranging from the Klondyke to Labrador, 
have given way to the practice within organized communities, the Victorian Order 
on the one hand has adhered to the rule of its nurses working only under the 
direction of the attending physician, while on the other hand it has been faced with 
the apathy or sometimes outright hostility of members of the medical profession. 
This indifference towards other community health services has been one of the 
factors for the slow development of home care in general. Although this attitude 
may be gradually waning, there are still some doctors who look upon the activities 
of these agencies as attempts ‘“‘to instruct us (i.e., the doctors) as to our profes- 


sional opportunities and obligations’’. 


One still hears the frequent comment that doctors pay lip service to the 
various community services but do not use them. But we shall also see notable 
exceptions to this indifference which, in part, is based on some very practical 
considerations. 


The other health service existing in the community and reaching into the 
homes was that of the public health nurse. With few exceptions, however, it had 
not been oriented towards the provision of actual care in the home but has been 
limited largely to the traditional public health field of prevention, health education, 
and follow-up. 


Then there always has been the private nursing practitioner, the private duty 
nurse, who could be hired by the patient by the day; a rather costly service limited 
largely to the exceptional emergency situation. 


” was the pro- 


The voluntary visiting nurses agencies whose “raison d’étre’ 
vision of home care, were = paradoxically — in no position themselves to promote 
and expand their services since they were dependent on the initiative of other 
local organizations or individuals as well as the goodwill of the medical profession. 
Public health departments were not organized to provide personal health services 
on a large scale and the private duty nurse had no stake whatever in the organiza- 


tion of health services. 


1 With branches in Montreal (3 districts), Trois-Rivieres, Nicolet, St.-Jean, employing a total of 44 
nurses. Mémoire presenté ala Commission Royal d’Enquéte sur les Services de Sante, 
Société des Infirmiéres Visiteuses, April 1962. 


* Gibbon, J.N.,op. cit., p. 21. 
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From the inception of the National Health Grants Programme grants were made 
available to assist newly established home care programmes, but again the initia- 
tive in the form of a proposal had to come from the local level and the grants were 
designed more to encourage experimentation with individual home care plans than 
to aid their over-all organization, and systematic development. 


This is why existing home care programmes are entirly lacking any syste- 
matic coordination or organization, although visiting home nursing as such has 
since been accepted as part of the duties of the public health nurse in British 
Columbia, to a much more limited extent in other provinces. 


Under the pressure of circumstances, home care programmes of one kind or 
another have been organized in various communities. The first in Canada was 
established in 1950 by the Herbert Reddy Memorial Hospital in Montreal. It was 
patterned largely after the Montefiore plan and designed to extend, where possible, 
the services of the hospital into the patient’s homes. 


In the following year, 1951, the North Okanagan Union Board of Health 
instituted a plan aimed primarily at relieving the Vernon Jubilee Hospital of some 
of the demand for beds during the peak season. This was done by providing the 
services of the public health nurse, housekeeping service and drugs, where needed, 
to convalescent patients for a limited period of time. The experience gained in 
this project eventually led to the more extensive activities of the British Columbia 
public health nurses in the home nursing field. 


It was not until 1958 that the home care plans at the Winnipeg General Hospi- 
tal and the Pilot Home Care Program in Toronto got under way, the former a 
typical hospital-based plan, the latter one of the Canadian prototypes of a 
community-based home care project. In 1959, a home care rehabilitation project was 
started in Saskatoon primarily for patients with neurological disabilities and 
senile psychosis and was extended later to other conditions. The same year saw 
an interesting experiment commence in Grand Prairie, Alberta, where in a frontier 
setting with a minimum of professional personnel the bulk of the home care was 
provided by specially trained lay personnel. A home care programme in Moose Jaw, 
Saskatchewan, is noteworthy for its sponsorship by the medical profession, the 
Section of General Practice of the District Medical Society. In the same year a 
home care plan was undertaken at the St-Jeanne d’Arc Hospital in Montreal. 
During the entire period the Nursing Care Programme in British Columbia was 
gradually extended to new areas in the province, and several local projects are 
at various stages of development in a number of other provinces. Some of the 
existing plans are undergoing changes so that it is difficult to extimate the precise 
extent or volume of their activities. The lack of uniformity in the reports adds to 


: Except for that as previously mentioned by the National Office of the Victorian Order of Nurses. 
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this difficulty. It appears, however, that at the time of writing,’ formal home care 
plans are looking after hardly more than 500 patients a year, plus some 1,000 
covered by the British Columbia programme. This may be compared to about 34 
million patients passing annually through our hospitals. 


It should be noted, however, that the list of formal plans should be augmented 
by reference to various shades and types of arrangements which, while less 
formal, serve similar purposes. Among these are the various referral arrangements,’ 
rehabilitation plans, and some of the community care plans for patients with 
psychiatric disorders. All these illustrate again the flexibility of the concept of 
home care and its close interdependence with a variety of health and other community 
services. 


FURTHER REASONS FOR THE SLOW DEVELOPMENT 


Mention has already been made of the effect of attitudes, lack of familiarity, 
and lack of over-all guidance and direction. 


There are other reasons, related in part to those already mentioned. Among 
them is the fact that home care does not fit into the traditional categories and types 
of services which have developed in the community with little or no relation to 
one another. Another very important factor is the present equally haphazard and 
piecemeal method of financing the various components of our health services. As 
one administrator put it: ‘‘If there were no hospital insurance, there’d be a lot more 
home care’’. The reason is that with the cost of hospitalization paid for by the 
hospital insurance scheme, there is not only no incentive for the patient to accept 
home care but there is a definite penalty. For in addition to his contribution 
(whatever form it may take) to the hospital plan he would have to pay the cost, 
or part of the cost, of his home care. 


If we concluded that organized home care is effective, do we then have to do 
away with hospital insurance in order to promote it? Or could we have a good deal more 
home care if it were covered by the same kind of insurance that now applies to 
hospitalization? There are those who say that the cost of home care to the patient 
really is not a major factor, and that in the mind of most prospective home care 
patients the advantages of being at home outweigh the financial consideration. 
However, we know from experience elsewhere that if some part of the health serv- 
ices is covered by insurance, or free when needed, this type of service will 
attract cases which would otherwise be cared for elsewhere. If we institute, for 
example, free diagnostic services for cancer, a wide range of conditions will 


1 This was in 1963; by the end of 1965 there were about 20 home care plans in Canada, either in ope- 
ration or in well-advanced planning stages. 


- Whereby patients may be referred by a hospital to a visiting nursing organization without formal 
integration with any other services (some of the British Columbia services are of this type). 
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become ‘‘suspected cancer’” in order to benefit from the free service; coverage of 
all diagnostic services will remove this extra pressure on cancer facilities. 
Likewise, as long as hospital service is the only type of care covered by insur- 
ance and as long as we keep building more hospital beds, alternative services are 
difficult to develop. 


Arguments in favour of home care are the preference of the patient and his 
family as well as his better chances of recovery and rehabilitation; on the debit 
side we find the slow acceptance of this service by the medical practitioner not 
necessarily because he is opposed to it but because he is not fully aware of its 
existence and possibilities. Some home care administrators claim that the doctors 
find it much easier to have hospitalised patients discharged or transferred 
to another institution, even a nursing home, than to have them admitted to home 
care. Then there is the very practical consideration of the doctor being able to 
see more of this patients in a shorter time if they are in the hospital than if he 
had to see them at their scattered homes. Home care certainly does mean more 
home calls for the doctor although the calls needed will be less frequent than they 
would be without the home care organization. Part of this gain, however, may be 
lost by the doctor’s participation in home care conferences and consultations. 


A review of home care programmes in Canada and the United States led 
Dr. Genesove of the Moose Jaw plan to conclude that: 


‘“The biggest single failing in each program was the failure 

to enlist the support, develop the interest, and utilize the 

skill of the average neighbourhood doctor’’.! 
Awareness of the reasons for this failure will help to find the solutions. Indifference 
or antagonism to the principle of home care can be overcome only by reorientation 
of the practitioner and particularly by existing programmes proving their worth. 
The organization and administration of home care must be such as to make it 
easier, not more difficult, for the doctor to mobilize what supplementary services 
are needed. 


SERVICES PROVIDED BY HOME CARE PLANS 


The doctor and the visiting nurse can form a home care plan for all practical 
purposes, with the visiting nurse association providing the organization. As 
already indicated, the nurse sometimes also takes on the role of the social worker 
in assessing the suitability of the household for home care, and she also estab- 
lishes contact with other community services required in the case. The latter, 
however, is done on a more or less personal basis without any formal liaison 
machinery. This, together with the fact that no new organization is required if 
only medical and nursing care are involved, excludes this type of arrangement 
from those covered by the definition of an organized home care plan. 


1 «The Moose Jaw Community Home Care Program, Moose Jaw, Saskatchewan’? First Annual Re- 
port, April 1st, 1962 — March 31st, LOGS. peos 
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To satisfy this definition, at least one more service is required whereby the 
two or more services would be coordinated by an organization specifically created 
for this purpose. 


Just what this service, or any additional services should be, depends on 
what is available or can be made available in the community. Accordingly, 
definitions of home care differ in this regard, some’ naming the social case worker 
as the second essential service besides the nurse, while others? require at least 
a homemaker service. We must expect that the services actually provided by the 
various home care plans in Canada will vary not only with the resources of the 
community but also with the type of patients referred to the plan and the effective- 
ness of its organization. It is not difficult, however, to state what services should, 
ideally, be available under an organized home care programme. They include, in 
short, all the professional and technical services available at the hospital (except 
those specifically limited to active treatment which can be given only. to hospital 
in-patients) plus any services required to supplement where necessary the patient’s 
home environment so that the health services can be provided in the home in a 
favourable setting. In other words, home care must be able to provide both the 
health services proper and such services as homemaker, meals-on-wheels, social 
welfare services, and friendly visitors, needed to provide the adequate environment 
for the effective functioning of the health services. Obviously the range of services 
available will substantially determine the type of patients that can be admitted to 
a home care programme; the cost of the programme will also be affected by the 
type of services available and the extent to which they are used. The kind of 
services a home care plan has to provide will also depend on the extent to which 
diagnostic and treatment services are available in a hospital out-patient department 
or rehabilitation centre, and can be used by patients going there or taken there by 
ambulance or taxis. Depending on the relationship between the programme and the 
hospital, X-ray or laboratory procedures may be considered part of the home care 
programme. 


Table 1 shows the services provided by selected home care plans in 
Canada. While the range varies — not only from plan to plan but also under the same 
plan over a period of time — the following services are prominent: nursing as the bas- 
ic service, homemaking or housekeeping, physiotherapy, occupational therapy, and 
transportation (ambulance or taxi). Social case work also is an important feature. 
Usually we find that new services are incorporated in the programme as the plan 
gIrOWS. 


1 See Report on the Conference on Organized Home Care, Chronic Disease Programme, U.S. Public 
Health Service, held in Roanoke, Va., June 9—13, 1958, p. 7; and Commission on Chronic Illness; 
Chronic Illness in the United States, Volume II, Care of the Long-term Patient, Cambridge, Mass., 
1956, pa 5S7- 


2 Dale, B.T., Mumby, D.M., A Study of Home Care Needs in Wellington County, the Wellington 
County Board of Health, Fergus, Ontario, 1961, p. 5. 


3 It is not exact because of the aforementioned varying approach to hospital X-ray and laboratory ser- 
vices. Also, some plans may include under a general heading like ‘‘social services’’, services 
which are specified in other plans (e.g., service clubs may occasionally provide appliances, drugs, 


eta). 
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THE PATIENTS AND THEIR CONDITIONS 


Who are the patients cared for by a home care programme? A meaningful 
answer can be provided only for plans which are not limited to certain classes 
of patients, e.g., those with certain conditions, the aged, or the indigent. The 
most generally available information deals with the patient’s age and the 
condition cared for.? 


The age composition of patients is fairly uniform among plans where 
statistics are available.? About 70 per cent of the patients are in the age group 
60 years and over. The remainder come almost entirely from the age groups between 
20 and 60 years, with some plans having from about 3 per cent to 7 per cent of 
their patients in the age groups under 20. 


In sharp contrast, among patients discharged from general hospitals*® the age 
group 60 years and over accounts for only about 15 per cent of the separations, the 
middle-age group (20 to 60 years) for about 46 per cent, and the under-20-group for 
about 39 per cent, as shown in Table 2. This reflects the emphasis in home care 
plans on the care of the aged, the main age group as far as chronic disease 
is concerned. The proportion of the over-60 in formal home care plans also exceeds 
that among patients receiving the more generalized services of the Victorian Order 
of Nurses, whereby the proportion shown for these services includes only the 
medical and surgical but not the maternity cases. 


TABLE 2 


PERCENTAGES, AGE DISTRIBUTION OF HOME CARE PATIENTS, 


A COMPARISON 


General Hospital Visiting Nursing 


elected Separations Services General 
Age Home Care Population 
Plans 1961 


Visits 


tid ete Os ceuekoteucecroneke 
EA ee ee 
6G OkanauOvieru. sce scree ie 


1 Statistical evidence is limited because of the comparatively small numbers of patients involved in 
most plans, the changing patterns of services within plans, differences from plan to plan, and last 
but not least because of the lack of uniformity in classifications, concepts, and methods of 
presentation, which makes it difficult to generalize from the data for individual plans. 


? British Columbia, Winnipeg General Hospital, Toronto, Moose Jaw. 


5 Unpublished data for 8 provinces (1960) prepared and made available by the Dominion Bureau of 
Statistics. 
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Little information is available on the distribution of the workload (number 
of visits or patient days) by age groups but the British Columbia and Victorian 
Order data agree in showing the average number of nursing visits to increase 
with the patient’s age: 


TABLE 3 
AVERAGE NUMBER OF NURSING VISITS PER PATIENT 


B.C. Nursing Care Programme Victorian Order 
Age Group Per Cent of Visits Age Group Per Cent of Visits 


0—19 9.6 Under 15 4.2 
20 — 59 14.6 15 — 44 10.0 
60 and Over 16.2 45 — 64 19.3 

65+ 26.4 


The conditions treated vary from plan to plan according to its scope and 
design. The emphasis is on chronic conditions, with cardiovascular patients 
accounting for about 30 to 40 per cent of the patient load, and cancer for about 
10 to 20 per cent. Some plans, however, are limited to certain conditions or empha- 
size them (e.g., psychiatric disorders or diseases of the nervous system) while 
others generally will not accept such cases because of the lack of resources or 
because of other facilities available for the care of these conditions. Thus, plans 
are selective conceming the type of patients and conditions they accept though 
sometimes the restrictions imposed at the inception of a plan are relaxed once 
the programme has been in operation for some time. In stating their objectives, 


plans often refer in rather general terms to the problems of the aged and chronically 
ill. 


STAFFING OF HOME CARE PLANS 


The existing home care plans in Canada show no uniform pattern in their 
staffing although a basic structure is common to all of them. 


The lack of uniformity is due again to the varying objectives, scope, and 
auspices of the plans. Both hospital and community plans make use of part-time 
personnel and consultants from outside the plan. Hospital-based plans, or those 
closely associated with a particular hospital, are likely to use the services of hospital 
personnel for some of the functions is the plan. This may apply to the medical direc- 
tor or supervisor of the plan as well as to physicians actually providing services 
to the patients. It is also true to an even greater extent of social workers, physio- 
therapists, and other personnel. We have already seen that some hospital-based 
plans use the services of the out-patient department for their patients, but do not 
consider these services as part of the home care plan as such. 
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Basic to all plans are: 


1, the medical direction or supervision, though the physician performing this 
function may be only a part-time member of the staff or may not be a member of 
the staff at all, 


2, the coordinator, the one position which is common to all plans though under 
varying names (nursing coordinator, supervising secretary, administrative 
assistant). This person is responsible for the coordination of the various 
individual services made available under the plan. Because nursing is one 
of the basic services and also because of the familiarity of the visiting nurse 
with patients’ needs on the one hand and existing community services on the 
other, the coordinator is frequently drawn from the visiting nursing service; 


3. clerical staff, or a clerk, with the varying functions of clerk, stenographer 
and receptionist, depending largely on the size of the plan and the availa- 
bility of assistance from hospital departments, e.g., the medical record 
librarian. 

Services such as those of the physiotherapist, homemaker, and others may be 
provided by the plan itself if the volume of services warrants the employment of 
a person for such a job, or the services may be purchased, where available, from 
an agency in the community. 


Obviously this variety of arrangements will affect the accounting of home care 
plans and hence the resulting cost figures. 


THE ECONOMICS OF HOME CARE 


The discussion of the economic aspects of home care must be based on the 
experience of existing plans in their budgeting as well as their actual operation. 
From the foregoing description of various plans it is clear that because of the 
differences among the various plans and the difficulty of relating their activities 
to a well-defined population, comparisons among plans are difficult if not impos- 
sible. 


As in the consideration of the economics of any health service, two broad 
questions will have to be answered for home care plans: (1) How much do they 
cost? (2) How are the services paid for? And here again, the primary considera- 
tion in the evaluation of home care is not whether it is cheaper but whether it is 
better than institutional care. 


The lack of uniformity among plans in regard to services provided, patients 
accepted, administrative arrangements, and auspices is paralleled by a correspon- 
ding variety in accounting procedures. The inclusion or exclusion of administrative 
costs (overhead) is part of this problem, further complicated by the fact that in 
some cases this cost would be difficult to obtain where a plan uses the facilities 
or personne! or other agencies. None of the exixting plans can be related toa 
well-defined population served.’ However, from cost figures of various plans, it is 


1 The Moose Jaw plan comes probably closest to it. The British Columbia Nursing Care Programme, 
which is a type of service of its own, provides no cost figures because the service is part of the 
general public health nursing in the province. 
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possible to obtain per-visit or per-service data, and comparisons made of the 
cost of various services within a plan, Comparisons between different plans, ho- 
wever, of the cost of certain services are more difficult, because of the various 
administrative and accounting arrangements and the problem of determining the 
overhead components, 


Another cost figure generally produced by home care administrations is the 
per diem cost, that is the total operating cost during a certain period divided by 
the number of patient days during the same period. This is a concept borrowed 
from the analysis of hospital costs. It assumes that patients are admitted to and 
separated from home care plans similar to their entering and leaving a hospital. 
Per diem costs are frequently used for cost comparisons between hospital and 
home care, But here again, a number of factors must be considered before con- 
clusions are drawn from such a comparison, The same applies to the cost per pa- 
tient or per case which indicates the amount required to care for a patient for the 
entire duration of his ‘‘stay’’ under the plan. 


One of the basic questions, however, in the planning for home care pro- 
grammes is that of the cost of providing home care services for a given population. 
This question cannot be answered unequivocally from the existing data because 
no home care plan exists as yet in Canada which is fully established and utilized, 
and serves a defined population. 


Comparisons of the cost patterns of various plans are rendered still more 
difficult by the comparatively small numbers of cases involved so that the resul- 
ting figures will, in part, reflect the selectiveness of the cases involved, Never- 
theless, a few basic facts emerge from a review of some of the plans where data 
are presented in a somewhat similar fashion, 


Table 4 illustrates, for selected plans, the distribution of costs by the type 
of service provided: 


TABLE 4 


DISTRIBUTION OF COSTS? OF SERVICES: BY TYPE OF SERVICE PROVIDED; 
FOR SELECTED HOME CARE PLANS? 


ABOUT 1962 
Plan ‘‘A’’ (95 Patients) 
f Cost Services Cases 
Type of Service - Baa re GEES Ger ho 
Per Cent | Number ee aly Number Ont ree 
Unit Case 
$ $ $ 
Nursing: 
WOlIRCarT ae eNO Wy weds ciate cher. 740300 37 2,006 3.66 rial 103.32 
officia Magercyan cc. eee - _ 84 - 13 — 
MOCTALISEEVICET. chalet ae al cie on = - 62 ~ 12 _ 
Physiotherapy. G.. 5 sus ate ee 756 4 166 4.56 _ _ 
Occupational therapy ........ 1,992 10 428 4.65 39 51.08 
Speech patholceycnms side cueae: 329 w 69 4.77 _ - 
Homemaking: 
CLAN Gree le nor ape are ec tears 710 4 71 10.00 75 9.47 


HOOISt ons oar ead sere c teats 7,930 39 6,713 1.18 - = 
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TABLE 4 (Continued) 


Cost 


Per Cent | Number 


Type of Service 


$ 
Nutritionist... ... OER RCM WERT RCT - 
Transportation: 
Se RE ROR ICEONCRIOE ROC SEC MIC _ 
REX dcy orepaecviarerunay c.wyevathehalasar sre 2 84 
ambulance........ Revise 0 360 
PUD TCE S ii Mekeccisdeevnngess itieteyeerw 38 
s0anlequipment=.o7f ..<.ciks, 0,008 mae - 
(iental) equipment)... us, <.0.axe 248 
Medical supplieSui.x fAoccd ses s 6 
Medication’: dhiv<.s.s.> of Sisto ieiens. 23 
Néehisitter (hours) hs.’ <wr.c 0.0.4 « 13 
Occupational therapy supplies 1 
Laboratory test ..... piece sunes _ 
beh Ae eae Caen S.sieett yd e.6., 5.8 ~ 
Firiefidly visitors: :.:...°s)i.0's eieieas oe 
Ordesty [ono ce ora ne a o's ee slier as _ 
Meals-on-wheels .....ceseces _ 


Recreational therapy......... 


SGLGL ors diate 5a 4 déte Wo 0s) 0,6 20,026 100 


Nursing: 
VOlUIMtATY AGENCY. .:4 4s «9.0 as 
OIliClalACCnCy ve» » s.5.¢ iets = c.s 


SOCla, SCCVIiCEs feat eo clatme oilers 
Physiotherapy ....c08 Sete eae ie 
Occupational: therapy is... od6s 
Speech Pattolopy < sanileonuts.s.e 
Homemaking: 


PHUATISIONISC ss ste swe Se clslgieis © © 6 5 
Transportation: 
Carat ues ere ee ree 
ERAN Cc ew erahebe ecelsse ui siaeis 6.808 


PIP ITANCES. t5)s)e 4 cle eunlitewe Syeleveve 
Lair SQuIDMeNt... 14.65 eee.s « oe 
(Rental)-equipmenti ss... .%. <3 s 
Medical supplies < g.e.6 sic Sc 
Medications. i selene ee SP 
Di ehntsitter (NOULEY. 0-0 woe o<8e 
Occupational therapy supplies 
ATA DOTALOCY (LEG U ny srt ails cherais ens are 
Pat AYS ow bia c ests 5 Buisds pyeibecwaacet ir 
richly iViSitOrs «7 64-.4G sath as 
CG erly 1.7% a: <. «i056 joooptue a5 OG ° 
Meals-on-wheelsS .......cee0. 
Recreational therapy......... 


Services 


Cost per 


Unit 


0.95 
15.00 


19.00 


res] 
Cases 
Number eetipes 
Case 
$ 

j Ba 1203 
1 6.00 

2 11.50 

1 1.00 
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TABLE 4 (Continued) 
Pian ‘‘C’’ (57 Patients) 
q Services Cases 
Type of Service eae 
Number Gace 
$ $ 
Nursing: 
voluntary agency . lee. .<. 2118 2.49 49 106.69 
oficiatagency Tien 2. e _ =- = = 
social Services: cess o.eniek ote a7 6.14 18 19.44 
Physiotherapy =... sfeam siete 171 0.94 13 12331 
Occupational therapy ...... ; aye 4.00 27.00 
SpEechepatnology..— «geet _ - - _- 
Homemaking: 
CASE ets. Geee aie cmiowie es « _ - - _ 
OURS Ste uace elas s6 AGah AH ADO 6,444 0.94 28 ay AT ek: 
Nutri tiomis thighs dare creeet se aters = = - -_ 
Transportation: 
GALI ss 5s wis ele aie euevepate eleva s ate — - _ - 
CEU DN dag wo eancat scree ts ee aaa ae 49 0.71 = = 
ambulance’. ss. cie-cis « «stale NES 5 29 7.00 16 12.69 
Appliances. que. sie eect =_ _ _ _ 
LVeaniequipmented. «hr. cenesa. ave ~ - 23 -_ 
(Rental) equipment .......... _ = = — 
Medicalsupplies™ia)... wcekees = = - = 
Medication Bete. 3s acres 5 _ =_ 17 Ieee: 
INigntsitter (nhOursim....case se - ~_ _ ~ 
Occupational therapy supplies _ _ by 6.80 
Laboratory test 9 


DOT AY Sooke oem ane 
Friendly visitor 
Orderly .. 
Meals-on-wheels 


Nursing: 
voluntary agency 
official agency 


Social service 
Physiotherapy ..... 
Occupational therapy 
Speech pathology 
Homemaking: 
days.. 


ooeoeeeeee eee eee @ 


Nutritionist 

Transportation: 
Car 
taxi 


Be 6) -6) 6) 0. 0410, \e; '@) 6, 6: 0:6; (eo .0 


eoeoeeoeveeeeee eo 
eeeoeeee cee 


eoeeeee cee ee o 


12,599 
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TABLE 4 (Concluded) 


Type of Service Cost Cases 


Namber |b eee uce loNdmbary/me nt 
Unit Case 


ApDIUANCES casa wes ctiete sc ee < - 

Loan equipmenten: ts sc sao ots — 

(Xkental) equipment, ....% ss. 108 are _ 
Medical/supplies i, «s%.0se ne 0% 1,688 5 _ 
MECiCACIOMer aicteranyre e676 els Fl «ore _ - _ 
Niehicitter (hours) creieiseete ests _ - - 
Occupational therapy supplies =_ — _ 
PaWOratOry teSl.~ sls s aise eas 5 e _ - = 
eA Geta leiNeiels er cisge lets tent eters se _ _- — 
Friendly. Visitors... .% steisue-sl o.c eis = = = 
Dre h LVame ciate ei chew atnls esse te ota slats - _ - 
Meals-on-wheels ......eeec08 _ _ — 
Recreational therapy ..«%<..<. - md — 


BUD LOTAl Mss astuele acetic, 020 100 


Physicians’ house calls...... 2,020 _ — 19.83 


OLDS Manele ierchaie, sree via ate Os949 


1 Exclusive of administrative cost (overhead). 


? Adapted from the following sources: 

Plan ‘‘A’’: City of Toronto, Department of Public Health, ‘‘Fourth Annual Report — 
Pilot Home Care Program’’ (original program). 

Plan ‘‘B’’: Ibid., (expansion program). 

Plan ‘‘C’’: The Moose Jaw Community Home Care Program, Moose Jaw, Sask., 
First Annual Report, April 1, 1962 — March 31, 1963. 

Plan ‘‘D’’: Report of the Home Care Medical Programme, Out-Patient Department, 
Winnipeg General Hospital, October 1, 1961 — September 30, 1962. 


The table shows, for each of the four plans studied, the high proportion of 
costs and services accounted for by home nursing and housekeeping. These two 
items account for approximately 30 to 50 per cent of the total cost for services. 
They are the main cost items in each plan. It is difficult to draw any more meaning- 
ful comparisons because of the varying structure of these plans. Some interest- 
ing comparisons may be made regarding the unit costs of various services, 
though here again organizational and accounting differences must be relied on 
to explain certain wide discrepancies, 


This should be borne in mind also when seeking such indicators as the per 
diem cost of home care and similar cost figures. Physicians’ services are shown 
separately for Plan ‘‘D’’ because in most plans they are not considered as part 
of the services of the plan, but rather the direct responsibility of patient and at- 
tending physician. 
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Table 5 shows, for each plan included in the foregoing table, the percentage 
of patients receiving a specific type of service: 


TABLE 5 
PERCENTAGE OF PATIENTS RECEIVING A SPECIFIC TYPE OF SERVICE 


: Percentage of Patients Receiving the Service 


INTE SAI Gs ata scemels ca tete ac exe avatevcnehetonehslersustens 
NOGia SCEVICE LE iclateis sia ea ere A ce sie yee 
PHRYSIOLVETADY cla «sic no leon! a ohais ae oles ols 
Occupationalitherspy Hae. race iieic 
SHSECH I Path OLOGY, Gi. cis. cae.eieiete canoer 
HMOMeMea Kin Shite eeteis esta cheliettonenenanevekenens 
INEPEEL OHS ES Sirota its oss are 6 eleva atone aiwiete © 
ALYPAUSPOrtatsai. css es ce a ete A 
ADDLIANCES Gy torac «civ! d.60 sr clahees «seein 
dat, GOuipment.. 4 sisisc + aiavers cio sietersions 
(Rental ecautpmenta.. ss enc eeeee eee ate 
Medical SUpPIES Jt.-clss'vs wormee 6 cers Cac 
MEGiCattOiie. sis: ss eetete s/s ane ae Mais towistse pate 
INT@DEGEELCER Je\etata aie te sie ofits fa'ete ote sia eae ais 
Occupational therapy supplies ........ 
Laboratory teSts: oJ. ses.cc meen cute as 
MaPayisribe slcys sects avceaie ote e orale teMelews (cletesetets 
TIONG yaVISICOLS eateve 6 astro Soman 
(Orderly anc n sc cit euel oacte ce een te Se 
Meals-on-wheels .........0.6 SF cons =- 


Source: Adapted from the following sources: 

Plan ‘‘A’’: City of Toronto, Department of Public Health, ‘‘Fourth Annual Report — Pilot 
Home Care Program’’ (original program). 

Plan ‘‘B’?’: Ibid., (expansion program). 

Plan ‘‘C’’: The Moose Jaw Community Home Care Program, Moose Jaw, Sask., First Annual 
Report, April 1, 1962 — March 31, 1963. 

Plan ‘‘D’’: Report of the Home Care Medical Programme, Out-Patient Department, Winnipeg 
General Hospital, October 1, 1961 — September 30, 1962. 


To the extent that organized home care plans are being set up as an alterna- 
tive to hospital care for economic reasons, ways and means had to be developed 
of measuring the respective costs against each other, including both of the major 
cost components: capital and operating cost.! Since depreciation is not a shareable 
cost under the Hospital Insurance and Diagnostic Services Act, it is not included 
in the operating costs as computed for the hospitals under the Act. With regard to 
the capital costs, any reduction in the number of hospital beds to be built, due to 
the existence of home care programmes, would be a saving. The same is true of 
most other capital equipment in hospitals though some of it may be used by home 
care patients. Although an extensive home care programme may some day require 
more substantial office space and perhaps buildings to house it, this cost would 
be small in comparison to that of hospital construction, and the time when home 
care plans will require elaborate office space is still a long way off. As it is now, 


1 ree . ‘ P 
Depreciation conceptually is somewhere in between these two categories. 
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the administrator of a home care plan and perhaps her staff (consisting of a full- 
time or part-time secretary) will often be found tucked away somewhere in a corner 
of a hospital. The amount of this saving cannot be estimated until data become 
available on the experience with a universally established and accepted plan in a 
representative community and until it is established what services are to be 
included. All that can be said now is that every bed whose construction is rendered 
unnecessary by alternative care facilities constitutes a saving of its construction 
cost. But just how many beds can be saved will depend on the scope of home care 
and the extent to which we are prepared to supply it with services and equipment 
otherwise available only in the hospital. 


In comparing hospital and home care costs (capital costs and still more so 
operating costs) the question arises: cost to whom? The public or private sector 
of the economy? Within the public sector, would it be one agency or the other, e.g., 
the hospital insurance scheme, grants administration, or the public health or 
welfare services? Within the private sector, cost to the individual, voluntary agen- 
cy, or other community organization? 


The per diem cost of home care plans is calculated, similarly to the per 
diem hospital cost, by dividing the number of patient days into the operating 
cost (expenditures) during the accounting period, Comparisons may be deceptive, 
however, because of the aforementioned lack in uniformity among various plans. 
This is particularly also a matter of the inclusion or exclusion of cost figures 
regarding certain services arranged for patients but not necessarily under the im- 
mediate administrative auspices of the plan.’ Also, while the same type of service, 
say physiotherapy, may be offered by several plans, the actual use made of it 
and hence its costs will be largely affected by the availability of resources (in 
this case physiotherapists) in the respective communities. 


The National Health Grants designed to encourage home care plans as 
such, favour variety rather than uniformity in order to make possible the evalua- 
tion of different types of plans. While all this may be necessary at this stage of 
development, it does not make for comparability in the accounts and statistics 
and this adds to the difficulties of evaluating different plans. After 15 years of 
experimentation one wishes that things were a lot farther advanced than they are 
in the field of home care. 


The per diem costs in hospital and home care are based on the respective 
number of days of care. Days of care, in turn, are determined by the dates of ad- 
mission and separation. The criteria for admission to and separation from a hos- 
pital on the one hand, and for admission to and discharge from home care on the 
other are, of course, different. As a consequence, not all patient days under home 
care are necessarily ‘‘hospital days saved’’.? In some cases, home care services 


1 For instance, a hospital based home care plan may arrange for out-patient services at the hospital 
but these would remain a charge to the out-patient department rather than the home care plan. 


? Unless the home care plan is specifically designed for keeping patients only for the duration of 
hospital home care. 


783 ROYAL COMMISSION ON HEALTH SERVICES 


are tapered off gradually instead of being stopped suddenly on separation. This 
makes for more patient days on the one hand and lower cost on the other, thus 
tending to reduce the per diem cost under home care. In order to facilitate better 
evaluation of home care versus hospital, the attending physician is sometimes 
requested to indicate how many of his patients’ days would be spentin hospital had 
it not been for the home care plan. But there is a difference in the degree of cer- 
tainty between actually putting a patient in the hospital and saying ‘‘ I would have 
put him there if...’’. Even if we do get from this some approximation of ‘‘hos- 

pital days saved’’, we have to go one step further and ask what kind of hospital 

or institution. If we are to compare costs, there is a very substantial difference 
between the acute treatment hospital, chronic and convalescent institution or 
nursing home. Nor does the daily hospital cost of caring for a patient remain constant 
even during the same stay. The higher cost during intensive care at the early acute 
stage will often gradually decline before the patient is discharged to his home or 
to a home care plan. In these cases the cost of the hospital days actually saved 
will be lower than the average per diem cost since the stage of the high cost 
intensive care will have been passed. Although a breakdown of ‘‘hospital days 
saved’’ is attempted by some plans, it will again reflect some personal judgment 
of where the patient should be rather than where he would be if hospitalized. 


With these warnings against ready comparisons of data from different plans 
or of home care and hospital costs, we can look at the cost figures from some se- 
lected home care plans and obtain a rough idea of the range of values involved. 


The Toronto Pilot Home Care Program was established for the purpose of 
using “‘the existing or readily improvisable resources of the community in the care 
of patients in their own homes under guidance and direction of the private phy- 
Sician’’.* This operation began in 1958. The relationship of hospital services to 
home care and vice versa did not figure in this programme explicitly though the 
implications were there. In September 1961, the Toronto plan undertook an addi- 
tional project “‘to obtain estimates of the cost of providing service to selected 
patients in their homes in lieu of hospitalization or to shorten hospital stay’’.? 
This project, being aimed specifically at hospital patients (potential or actual), 
secured the active interest of the Ontario Hospital Services Commission and has 
been carried out separately from the original general programme of the Toronto pi- 
lot study. Hence we have under the Toronto programme two plans: the original 
general one and the expansion plan aimed specifically at hospital patients. 


For the original general plan the per diem cost of services provided,exclusive 
of the administrative overhead, was $2.57 for the fourth year of operation of the 
plan.’ The administrative cost was provisionally estimated to be $2.24 per diem, 
resulting in a total per diem cost of $4.81. 


4 City of Toronto, Department of Public Health, Fourth Annual Report, Pilot Home Care Program, 
April 1, 1961 — March 31, 1962, p. 2. 


2 Ibid. 


3 The four-year average per diem cost of services only was $2.67. 
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For the expansion project the corresponding components of the per diem 
cost were $4.01 for services, and $3.43 for the administrative overhead, resul- 
ting in a total of $7.44 per diem. 


It should be noted that the cost figure for the original plan covers certain 
services for which no charge was made. They are: 84 visits of the public health 
nurse, 62 social service contacts, one service by a nutritionist, 81 car trips, and 
67 items of loan equipment. In regard to the administrative cost, the report expres- 
ses the belief that it will be reduced to about $2.00 per diem once the plan emer- 
ges from the experimental stage. 


In respect to the original general plan, the report estimates that of the total 
7,789 days of care, 2,293 (or 29 per cent) represented an alternative to care in an 
institution whereby the 2,293 days would be distributed as follows among insti- 
tutions of different type: 


acute treatment hospital 130 days, or 6 per cent 
convalescent hospital 153 days, or 7 per cent 
chronic illness hospital 853 days, or 37 per cent 
mental illness hospital 47 days, or 2 percent 
nursing home 63 days, or 3 per cent 
home for aged 1,047 days, or 45 per cent 

Total 2,293 days, or 100 per cent 


Two conclusions can be drawn from this in regard to this particular type of plan: 
1. over two-thirds of the days of care are not considered as substitutes 
for care in an institution (though they do no doubt mean better care 
at home than the patient would get without the plan), 
2. only 6 per cent of otherwise institutionalized days of care would be 
spent in an acute treatment hospital, the remainder in institutions 
with operating costs hardly higher than the cost of home care. 


The picture is different, however, for the expansion plan designed specifi- 
cally to keep or take patients out of the hospital. Here it is estimated? that of 
the 2,625 patient days of home care, 1,525 (or 58 per cent) would otherwise have 
had to be spent in an institution. Almost all of these (except for 19 days in a 
chronic hospital) would be days in an acute treatment hospital. The following 
account is given of the hospital days saved: 


Type of hospital Days saved Per diem cost Cost 
Acute treatment hospital 1,506 $27.60 $41,565.60 
Chronic hospital 19 $10.00 $ 190.00 

Total 1525 $41,755 .60 


: ‘‘Physicians were asked to estimate the number of hospital days saved by use of the Home Care 
Program as an alternative to hospital care’’, City of Toronto, Department of Public Health, 
(jek (Ota, (85, AWe 
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The home care cost for the same number of days (At $7.44 per day) was about 
$11,346. This is about 27 per cent, or little over one-quarter, of the corresponding 
cost of hospitalization.’ The cost of the entire treatment under home care (includ- 
ing the days not considered as saved from hospitalization) fot the same patients 
amounts to about $19,530, or still less than half of the alternative hospital cost. 


The first year of operation of the Moose Jaw Community Home Care Pro- 
gram? resulted in a cost of $3.65 per patient day. This figure does not include 
the cost of physicians’ services, drugs, nor any of the following other services 
which were provided free of charge: loan equipment (to 23 patients), bus for handi- 
capped persons (15 trips), X-ray (2). The report covers the experience with 57 pa- 
tients. It contains the following comment regarding the cost: 


‘‘The average daily cost for the Home Care Program is $3.65 per patient per day 
(excluding the cost of drugs) and is by no means cheap. It represents $110.00 a 
month per patient and after all does not take into account the cost to the family of 
feeding, clothing and bedding the patient, all of which are provided in our nursing 
homes and in our hospitals.’’ 


‘*‘Home Care therefore not being a cheap service should be instituted for a patient, 
not aS an economy measure, but as a logical step in the patients’ treatment, towards 
the furtherance of his well being.’’? 


What saving the monthly cost per patient of $110 constitutes, depends of course 
on whether we compare this with the cost of stay in an acute treatment hospital 
or a nursing home; and the choice between the two depends on the condition of 
the patient. In this connection it is useful to look at the data the report produces 
for a few selected individual cases. For two multiple sclerosis cases, the avera- 
ge daily cost for each was about $4.50, for another one, with spastic paraplegia, 
it was $6.20. 


In the Home Care Medical Program of the Winnipeg General Hospital the per 
diem cost for the period from October 1, 1961, to September 30, 1962, was $1.59.4 


Of the 32,031 patient days of care during that period, 19,972 (or 62 per cent) 
are considered as institutional days saved, distributed as follows: 


hospital days (acute and chronic) 7,558 
nursing home days 12,414 
Total 19,972 


: This is assuming that the home care per diem cost remains the same throughout the stay of the pa- 
tient. Actually, however, the per diem cost may well be higher for the days that can be considered 
as hospital days saved. 


The Moose Jaw Community Home Care Program, First Annual Report, April 1, 1962 — March 31, 
1963, Moose Jaw, Sask. 


Ibid., p. 24. 


Based on: Report of the Home Care Medical Program, Out-Patient Department, Winnipeg General 
Hospital (Oct. 1, 1961 — Sept. 30, 1962). Cost figures were adjusted so as to exclude the cost of 
physicians’ house calls in order to achieve greater comparability with other plans and with hospi- 
tal costs. House calls accounted for $2,320, or 6 per cent of the cost of all services (excl. ad- 
ministrative costs). The per diem cost reported by the plan was $1.66. 
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The report gives the ‘“‘average hospital bed day cost’’ in the Winnipeg area as 


$25 and the nursing home bed day cost as $5. On this basis, the costs of institu- 
tional and home care would compare as follows: 


hospital days saved $188,950 
nursing home days saved $ 62,070 
total cost of institutional care saved $251,020 


actual cost of home care for same period (19,972 days) Sail oD) 
Net saving $219,265 


Even if the total cost of the home care plan (i.e., including also the days not con- 
sidered as substituting for institutional care, and the cost of physicians’ home 
calls) were deducted, the saving would still amount to $197,513. But again, the 
question arises: saving to whom? One also has to consider services provided wi- 
thout a charge being made to the programme such as certain services provided by the 
out-patient department of the hospital. These would likely reduce but not wipe out 
the saving shown. An earlier report on the operation of the plan hastens to point 


out that the financial saving ‘‘is of course not the prime reason for the program’’.} 
g prog 


The per diem cost to the respective plans and the share of the administrative 
component (overhead) are as follows: 


Pian «5A%? Plans’ Plan fC Plan’ **D”? 
Cost component (95 patients) (77 patients) (57 patients) (168 patients) 

$ To $ %o $ %o $ % 

CRIViCe res tee cere aay 53 4.01? 54 1.99 oes 1.14 71 
Administration ..... 2.045 47 3.43} 46 1.66 45 0.45 29 


Total per diem ..... 4.81 100 7244 100 3.65 100 1559 100 


1 Provisional fi gures. 


A comparison of the per diem cost among the plans is, as has been stated, 
very difficult and largely meaningless not only because of the varying range of 
services provided but also because of the varying practices of charging the cost 
of some services to the plan. The surprisingly high proportion of administrative 
costs may be partly explained by the still largely experimental stage of the plans 
and the fact that in the volume of care provided they may not have reached their 


1 Fyles. T.W., et al., ‘“The Home Care Medical Program of the Winnipeg General Hospital’’, Cana- 
dian Medical Association Journal, 85,1097—1100, Nov. 11, 1961. 
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optimum capacity. The Toronto programme forecasts a reduction in the share of the ad- 
ministrative costs once the programme ‘‘has got down to businesslike proportion’’.* 


The report goes on to Say: 


‘‘One may have to explain why the administrative component at its best constitutes 

so high a percentage of total cost, greater than that found in most enterprise. This should 
present no difficulty as one makes it clear that in a home care program the adminis- 
trative individual carries duties of promotion and interpretation, and of actual person- 

al contact, far in excess of those of the basic executive function and that this fea- 

ture will continue more or less for all time to be a determinant of this element of 

cost. Administration, in other words, is and will be more than overhead as commonly 


conceived.’’ 


Similar difficulties, as in the inter-plan comparison of per diem costs, arise in 

any attempt to compare the per diem cost of home care with that of hospital care. 
We have seen that even in a hospital-based home care plan not all days are consid- 
ered to be alternatives for hospital care. The per diem cost, on the other hand, 

is calculated for all days of care. It is possible that the home care per diem cost 
would be higher, were it calculated separately for the days actually substituting 
for hospital stay. Some general idea of the order of size of the per diem cost un- 
der home care on the one hand and hospital care on the other may be gained by a 
comparison of the range of these costs. The cost under the four selected home care 
plans ranges from $1.59 to $7.44 per patient day. The corresponding cost per 
hospital day in 1960 ranges trom $4.94 in mental hospitals to $20.61 in general 


hospitals. ? 


HOME CARE — ORGANIZED AND OTHER 


The concept of organized home care has been useful in directing our atten- 
tion to the new developments in the organization of health services outside the 
hospital. The new element is not any particular new type of service but a new type 
of organization created specifically to coordinate several services. Home care 
services existed before the advent of this new type of organization and they 
continue to exist side by side with what we now call organized home care plans. 


1 City of Toronto, Department of Public Health, Fourth Annual Report, Pilot Home Care Program, 
April 1, 1961 — March 31, 1962, p. 21. 


2 Costs per hospital day in 1960 were as follows: 


all hospitals $12.99 
general and allied hospitals $19.47 
general $20.61 
chronic and convalescent $ 8.63 
other special $19.23 
mental hospitals $ 4.94 
tuberculosis hospitals $10.41 


Source: Dominion Bureau of Statistics, Hospital Statistics 1960, Volume VI, Ottawa: Queen’s 
Printer, 1962, 
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Thus, visiting nursing services for instance are provided in Toronto, Moose Jaw, 
and Winnipeg (as well as other places where organized home care plans operate) 
not only within the organized plan but also outside the plan to patients not admit- 
ted to the home care plan. These may be cases when apart from the doctor only 
one type of service is required so that the agency providing the service (for in- 
Stance the local branch of the Victorian Order of Nurses) also supplies the only 
administrative organization needed. The distinction between home care provided 
by individual agencies and by an organized plan is one of degree rather than of 
the basic concept or effect of the service. The basic distinction to be made is 
that between the in-patient service of the hospital rather than the services avail- 
able outside the hospital. This distinction is based not only on the question of 
cost of in-hospital versus out-of-hospital care, but also on the emerging trend to- 
wards minimizing in-hospital stay, for physical as well as mental illness, as part 
of the growing interest in rehabilitation in both these areas. 


IMPLICATIONS 


Having described organized home care, a brief summary of its implications 
on the future organization of health services may be given. 


Home care plans so far have not been the outcome of national, provincial, 
or regional planning,’ but have originated locally for a variety of reasons and un- 
der different circumstances. Whatever their origin,however, home care plans — like 
medical group practice — result in the coordination of hitherto separate and indepen- 
dent services. In most cases home care plans are established as alternatives to 
hospital in-patient care. It follows that if care outside the hospital is to be sub- 
stituted, a range of services must be provided similar to that available to the pa- 
tient in an institution. These services may well exist in the community, or could 
be made available, but their mere existence has not automatically resulted in 
their effective use. To achieve this end, it has been found necessary to establish 
a coordinating agency in the form of the organized home care plan. Once such a 
plan is in existence, the physician can refer his patients to it very much as he 
refers them for admission to the hospital, indicating the services required and with- 
out the need on his part to deal with each of the various service agencies sepa- 
rately. 


This is an important attribute of organized home care, and one which merits 
far greater attention than it has hitherto received. Where there is close contact 
between the hospital and a home care programme, we have, in fact, a model for co- 
ordinated health services in the community. The shortcoming of most existing 
plans is their limited scope. Even in cities where they exist, they mostly cover on- 
ly a small part of the population. 


1 With the exception of the home care services provided by the public health nurse in British 
Columbia. 
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What remains to be done, then, is to secure wider acceptance by patients 
and especially by physicians. As far as the patients are concerned, the complete 
coverage of all personal health services by insurance or prepayment would remove 
the now existing financial discrimination against services not covered by the hos- 
pital insurance scheme. 


The gradual acceptance of organized home care by the medical profession 
will follow, once the effectiveness of organized home care has been demonstrated 
and the physician is convinced that home nursing and the other home care serv- 
ices are not an attempt to reduce his management of a case or interfere with it, 
but rather provide a welcome extension — very much like the hospital services — of 
the scope of his own services. 


If, from the administrative and economic point of view, home care is hailed 
as a most desirable substitute for in-hospital care, it should be borne in mind 
that the picture of the respective costs is by no means as clear-cut as sometimes 
presented, and that home care will create a number of new problems once it 
grows beyond its present largely experimental stage of a limited number of local 
plans. 


Foremost among these problems is that of an adequate supply of personnel 
to provide the services needed outside the hospital: nurses, the various therapists, 
social workers, homemakers, and others. Partly at least this new demand will be 
compensated by a reduced demand, or rather by a lower increase in the demand, 
for corresponding services in the hospital. To evaluate this, however, further studies are 
needed of the impact of home care on the hospital services. It is not enough to 
know how many hospital days can be saved by home care and what the respective 
per diem cost is. We must also bear in mind the respective needs for personnel. 
In regard to nursing, for instance, more home care means more visiting nursing but 
the number of nurses will not necessarily be proportional to the reduced nursing 
required in hospitals. For one thing visiting nursing requires a different training 
from that of the hospital nurse. It is less intensive than the continual nursing su- 
pervision provided to patients in the hospital. The visiting nurse may see a pa- 
tient several times a day or just once every few days or even every few weeks. 
On the other hand, the visiting nurse spends more time travelling from patient to 
patient, and from the office to patients and back again. The hospital nurse proba- 
bly spends shorter periods, but more frequently, discussing cases with the atten- 
ding physician and other hospital departments whereas the visiting nurse attends 
generally only periodic case conferences which, however, may take up more of her 
time. 


Then there is the yet not fully evaluated impact of increased home care on 
the physician’s time and pattern of service. Mention has been made of the fact 
that the physician can see a greater number of his bedfast patients more quickly 
and easily in the hospital than if he had to visit them at their homes. Early trans- 
fer of a patient from the hospital to home care may be a saving in terms of hos- 
pital days and costs, but what does it do to the demand on the physician’s time? 
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To the extent that home care is going to replace hospitalization, it will no doubt 
imply an increased demand for home visits by the physician. But the fact that the 
nurse and other health workers will also visit the patient will relieve the physi- 
cian to some extent. He may find, however, that the case conferences held regular- 
ly by the home care personnel will take up more of his time than he would normal- 
ly spend discussing a case with the visiting nurse or a physiotherapist. Usually a 
patient is referred to home care at a stage when he no longer requires daily or very 
frequent visits by his doctor. 


Any increased demand on the physician’s time has to be measured against 
the improved care resulting first from the services by the entire home care team, 
and second from the thorough discussion of all medical and social aspects of a 
case at the case conference. Further study is needed to determine if an extension 
of the home care programmes will affect the respective functions of the general 
practitioner or the specialist. The same applies to the greater attention given to 
the coordination of rehabilitation services reaching beyond the hospital stage and 
also requiring medical supervision and follow up. These may develop new aspects 
of general practice which, in order to be handled effectively, must also be reflected 
in the education, training, and role of the general practitioner. 


Home care itself provides the opportunity for strengthening the medical cur- 
riculum and supplementing the traditionally hospital-centred education. Internship 
in a home care plan or practice within it, gives the student or the practising phy- 
sician some insight into the patient in his natural environment. It will demonstra- 
te that medicine can, and perhaps should be practised more often outside the hos- 
pital. It will supply the background for the study and practice of social medicine 
in regard to the patient. It will also achieve a greater awareness on the part of 
the physician, the nurse, and other health workers of their respective role as well 
as of the necessary interaction among the members of the health team. All those 
engaged in home care and the various forms of rehabilitation services will become 
much more sensitive in perceiving ‘‘how patient care is organized as a social 
process’’.} 

Organized home care plans, as now constituted, do not include the local pu- 
blic health agencies and the preventive services provided by them. But there is 
no necessary dividing line between these two types of organization, as there is 
no longer a clear distinction in context between public and personal health servi- 
ces. The public health nurse in British Columbia provides also bedside nursing. 
Visiting nurses under private auspices already provide preventive services to mo- 
thers and children, as well as other forms of health education to other patients. 
Whether it is preferable to have one type of nurse trained in ‘‘public health’’ per- 
form both duties or whether the two functions should be separated remains to be 


1 Christman, L.P., ‘‘Nurse-Physician Communications in the Hospital’’, Journal of the American 
Medical Association, November 1, 1965, p. 542. 
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seen. Partly it is, of course, a matter of volume of work. But there is no reason why or- 
ganized home care could not encompass the personal health services provided by 

the public health agency in order to reduce the multiplicity of agencies the patient 

has to deal with. 


The new approach to psychiatric care emphasizes the advantages of treating 
patients in the community and in their familiar environment rather than isolating 
them in institutions. Rehabilitation, in physical and mental illness, also stresses 
the benefits of the earliest possible return of patients to their own social setting 
or one resembling it as closely as possible. All these trends mean.new demands 
on a home care organization which puts at the physician’s disposal the range of 
services required by patients who do not need special services of the kind 
available only in the hospital, including full-time nursing supervision. 


The new emphasis on rehabilitation, in physical as well as mental illness, 
has other implications regarding the role and organization of the various health 
services. These will be briefly reviewed in the following chapter. 


One may conclude, in regard to the cost of home care, that in most cases 
home care will be cheaper than hospital care where 38.3 per cent of the operating 
cost in general and allied special hospitals is accounted for by general services? 
other than those provided by the service departments of the hospital.? There is 
the further saving in capital cost, due to the reduced expenditure for hospital 
construction, if fewer hospital beds are needed. “Sut this reasoning is based on 
the viewpoint of the agency financing either home care or hospital service, not 
that of the patient or the community. Comparisons of the total operating cost 
would have to take into account the cost of maintaining the patient at home,which 
may be increased substantially where extensive housekeeping and other ancillary 
services are required. 


1 That is: dietary with 13.1 per cent; laundry, linen service, and housekeeping with 8.3 per cent; 
the rest being accounted for by administration, and plant operation and maintenance (based on Do- 
minion Bureau of Statistics, Hospital Statistics 1960, Vol. VI, Hospital Expenditures, Ottawa: 
Queen’s Printer, 1963, p. 45). 


2 Such as, for instance, nursing which accounted for 26.5 per cent of total expenditure (ibid.). 


CHAPTER V 


REHABILITATION 


Organized home care has been described not as a new specific type of service 
but as a new way of organizing a number of specific services which have devel- 
oped in their own right. Similarly, rehabilitation is a philosophy or objective 
rather than a new type of service although greater emphasis on this objective and 
increased scientific knowledge in the various related fields have led to the develop- 
ment of new disciplines and services specifically oriented towards rehabilitation. 
Nor is the concept of rehabilitation confined to the health field. There are many 
categories of people who for one reason or another may cease to actively contrib- 
ute to the life of the society of which they are a member, or who may, in fact, be- 
come a burden or even threat to that society. Among them are the criminal, the 
mentally ill, the physically handicapped, the vocationally displaced and unem- 
ployed, and increasingly in modern times the insufficiently educated. 


The means by which society copes with its apparently useless or dangerous? 
members have varied throughout the ages. In ancient times the feeble or impaired 
were either killed or exposed to be killed by wild beasts and other hazards of na- 
ture. In biblical times some were expelled from their community and left to fend 
for themselves. Criminals were, and still are in many societies, done away with 
or in any case isolated from society. The latter procedure has also been applied 
until recently to the mentally ill and to some affected by contagious diseases. 
With changing attitudes and the developing sense of religious and moral conscience, 
guided by a sense of responsibility fer one’s fellow man, there developed grad- 
ually the attitude of charity towards at least some categories of the former 
outcasts. Those who were unable to look after themselves were maintained at 
public expense and by private charity. There was, in fact, little else that could 
be done according to contemporary knowledge and resources. 


Eventually, however, society has become aware that some of these lives, 
which formerly constituted a complete liability, could be restored fully or partially 
to some constructive function in the community, or at least the degree of their de- 
pendence be reduced. Thus developed the concept of rehabilitation in regard to 


1 For instance, the criminal, the severely mentally ill, or those suffering from serious infectious 
diseases. 
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the criminal, the socially displaced, and the physically or mentally handicapped. 
The broader field of rehabilitation is mentioned here in order to stress the fact 
that the concept is not limited to the health field. It is important to bear this in 
mind because certain rehabilitation techniques and services are common to the 
socially as well as the physically and mentally handicapped; to be effective, 
therefore, certain aspects and stages of rehabilitation of the sick must be co- 
ordinated with general rehabilitation. This applies, for instance, in the area of 
educational and vocational services. The logical extension of the new and posi- 
tive approach towards disability due to illness and injury is a corresponding atti- 
tude towards those who by congenital defects or impairment during early childhood 
have to be trained rather than retrained, or habilitated rather than rehabilitated. 


The new orientation towards the handicapped can be traced to the early ex- 
perience of the charitable agencies, the workmen’s compensation movement which 
began in Europe before the turn of the century, and the experience during the two 
World Wars with war casualties, as well as with accident and disease victims in 
the civilian labour force. Changing attitudes towards the handicapped would have 
remained of little avail, however, had they not been accompanied by the simulta- 
neous development of scientific techniques and equipment which removed the for- 
mer stigma of hopelessness. 


If, in the discussion of home care, we had to refer to the need for co- 
ordinating the health services proper with other social services, such as homema- 
kers or meals-on-wheels, the problems of coordination and organization are much 
more complex in the field of rehabilitation. Rehabilitation being concemed with 
restoring the patient to his optimal function in the home and the community (or 
even only in the institution), the health aspects must be closely related to a va- 
riety of services which are provided under the auspices of welfare, education, or 
labour agencies. If the problems of integrating health services as such have elu- 
ded a satisfactory solution for so long, it is not surprising that the coordination 
of rehabilitation services has been so slow taking shape. It is more encouraging 
that the Vocational Rehabilitation of Disabled Persons Act of 1961 has laid the 
groundwork for establishing the necessary coordination. 


The organizational problems in the field of rehabilitation are well outlined 
in a report on the National Health Grants programme: 


‘“The slow pace of development in rehabilitation is directly related to its broad 
scope. There are few fields in which the problems of organization and of adminis- 
tration of a program are as complex and baffling as they are in rehabilitation.’’? 


The report then continues by explaining the complexity of the problem: 


‘fAs each community, province or nation mobilizes its resources to cope with the 
problems created by crippling disease or injury, it quickly encounters a host of dif- 
ficult administrative and organizational problems. These arise in part from the dif- 
ficulties of harnessing together the large number of professional and other disciplines 


: Department of National Health and Welfare, National Health Grants 1948—1961, Ottawa: Queen’s 
Printer 1962, p. 164. 
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which are required to complete a well rounded and integrated rehabilitation team. Not 
only general practitioners, but various specialists and experts in medicine, physical 
medicine, surgery, orthopaedics, hospital and nursing care, psychiatry, psychology, 
physiotherapy, social work, education, vocational guidance and training, employment 
placement and welfare have a part — an indispensable part — to play in carrying 
through a satisfactory program of treatment and re-establishment of the handicapped. 
Even with this elaborate array of specialists and experts, it is not possible to let 
the handicapped person find his way unaided through the complex maze of rehabilita- 
tion services. To have any chance of success the list of personnel must also include 
a reasonable quota of skilled case workers, administrators, co-ordinators or other 
facilitating personnel to provide a framework within which relevant skills of the va- 
rious specialists are brought together into a coherent pattern known as ‘team work’’’.! 


This description does by no means exhaust the list of skills and disciplines invol- 
ved. The engineering aspects of modern prosthetic devices, for instance, bring 
new fields of knowledge within the range of rehabilitation, and so do the social 
sciences and new methods of therapy and education of the handicapped. 


The administrative complexities of coordinated rehabilitation services in 
countries with a federal constitution, like Canada or the United States, are inten- 
sified by the involvement of not only three levels of government but also of several 
subject matter departments? at each level, as well as of voluntary organizations 
with varying interests in terms of geographic or subject matter coverage, and with 
varying relationship to the official agency.° 


Speaking of rehabilitation in the context of health services, we think of it as 
beginning with restoring the optimum condition of body and mind, and next as pro- 
ceeding to reducing any consequences of illness and injury on a person’s social 
and economic role. It is the former aspect which is usually referred to as medical 
rehabilitation or restoration, and one might be tempted to draw the line there and 
say that this is as far as the concer of the health agencies goes. This, however, 
would defeat the purpose of total rehabilitation because the stages of medical 
and social restoration are not necessarily successive stages but often go hand in 
hand; even where they are chronologically successive they must be carefully dove- 
tailed and the ultimate social objective must be kept in mind from the first steps 
of active treatment. For the same reason, there is no clear-cut dividing line bet- 
ween treatment and medical restoration. Elements of rehabilitation have always 
been present in the treatment of disease or injury. Early ambulation and evoking 
a positive attitude on the patient’s part are part of the process, as well as the va- 
rious specific therapies. But it used to be that medical care was considered to be 
completed when the disease process was brought under control, leaving the psy- 
chological, social and economic adjustment entirely up to the individual, his 
family, or to other community agencies. The modern concept of rehabilitation has 
developed from the aforementioned roots in industry, under wartime and post-war 
conditions, and in relation to specific groups such as the blind or the paraplegic. 


1 Ibid. 
2 For instance, health, welfare, labour, education, 


2 Royal Commission on Health Services, Vol, II,Ottawa: Queen’s Printer 1965, pp, 161—163. 
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The long-standing interest of workmen’s compensation boards is reflected in the 
provisions of the provincial Acts. The Ontario Act, for instance, provides: 


"To aid in getting injured workmen back to work and to assist in lessening or remov- 


ing any handicap resulting from their injuries, the Board may take such measures 


and make such expenditures as it may deem necessary or expedient oeeet 


Successful rehabilitation has, in fact, been looked upon as the very goal of the 
entire compensation process. It thus constitutes an objective guiding the entire 
process of care provided under the programme: 


"Rehabilitation in the broadest meaning of the term is an indivisible and integral 
part of the entire compensation system. We, like other observers, have been unim- 
pressed by the results of attempting to graft a rehabilitation programme on to a pure- 
ly forensic system,which inhibits the rehabilitee from accepting such services until 
the court settlement is completed.'"'? 


This again illustrates the point that rehabilitation must be the underlying philoso- 
phy or objective of treatment procedures rather than a separate specific service or 
a single well-defined phase in the course of care. It would be futile, therefore, 
attempting to determine where the treatment stage ends and rehabilitation begins. 
The latter is a continuum leading to the patient gaining as closely as possible his 
original function within his environment. Not even this may appear as a distinct 
point in time because continuous services, observation, or follow up may be requi- 
red. This fact, together with the wide range and variety of services ancillary to 
the principle of rehabilitation, render it difficult to determine the administrative 
responsibility, jurisdictional as well as financial, for services which fall under 
the auspices of health departments, voluntary agencies, welfare organizations and 
agencies, education authorities, or labour departments. To limit the discussion 
to the purely medical aspects of rehabilitation would nullify the break-through ac- 
complished by recognizing the indivisibility of the entire rehabilitation process. 
Interestingly enough, though, there are areas in which the problem of coordinating 
the various stages of rehabilitation has been largely solved. They lie in the juris- 
diction of such agencies as the Armed Forces, Department of Veterans Affairs, 
and Workmen’s Compensation Boards. In these cases, one and the same organiza- 
tion combines the function of the health, welfare, and training agency, being con- 
cemed not only with the medical restoration of the handicapped, but also with the 
other aspects of rehabilitation such as training or retraining, and income mainte- 
nance. 


While the concept of rehabilitation is not limited to specific types of serv- 
ices or certain stages in the treatment of the patient, there are certain disciplines 
and facilities geared particularly towards medical restoration. They have resulted 
from the developments in physical medicine, surgery, and prosthetic techniques, 
as well as new concepts in the treatment of psychiatric disorder, and recognition 


1 The Workmen’s Compensation Act, Ch. 437, Revised Statutes of Ontario, 1960, Section 53. 


2 Steele, E.C., ‘‘Rehabilitation Program in Ontario for Occupational Injuries’’, Journal of the 
_American Medical Association, January 9, 1960, p. 163. 
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of the psychological aspects of impairment on the one hand and restoration on the 
other. To ensure the adequacy of personnel and facilities, as well as the provi- 
sion of the resources required for research in this field, is the task of the health 
agencies. These matters will, therefore, remain among the functions of health 
departments, medical schools, voluntary health organizations, and the professions 
concerned, no matter who is ultimately responsible for the coordination of all re- 
habilitation services. 


MEDICAL REHABILITATION: FACILITIES AND PERSONNEL 


Major trends in the health problems of the Canadian people are reflected in 
the National Health Grants Programme. After the first World War, as again after 
the second, venereal disease had emerged as a pressing public health problem. 

To deal with it was the objective of the first Health Grant established in Canada 
in 1919. In May 1948, the federal government announced the establishment of a 
National Health Programme under which funds would be made available to the 
provinces to assist them in extending and improving their health services. The 
Programme provided for a series of grants to deal with specific problems, conceiv- 
ed at the time as ‘‘the first stages in the development of a comprehensive health 
insurance plan for all Canada’’.* At that time rehabilitation was not seen as 
something sufficiently circumscribed and prominent to warrant a grant of its own, 
but rehabilitation projects were supported by other grants such as the Tuberculosis 
Control Grant, Mental Health Grant, and particularly also the Crippled Children 
Grant which had among its objectives the development of a rehabilitation and 
training programme for the group of children coming under the terms of this grant. 


The concept of rehabilitation having developed from workmen’s compensa- 
tion and wartime manpower needs, it is not surprising that the early rehabilitation 
programmes were almost exclusively aimed at the restoration of occupational and 
vocational ability. In 1951, the Working Committee on Medical Rehabilitation of 
the Conference on the Rehabilitation of the Physically Handicapped eliminates 
from rehabilitation procedures two groups of hospital patients: 1) those with 
‘‘simple ailments which require no rehabilitation’’, and 2) those at advanced ages. 
Among the latter, the report mentions ‘‘those ailments associated with old age or 
occurring in the aged when it is obviously hopeless to expect any form of rehabi- 
litation to fit the patient for future service to the community”’ so that these pa- 
tients can be discharged from hospital ‘‘and do not require rehabilitation’’? The 
Conference left the emphasis on vocational rehabilitation, and it was only logical, 
therefore, that it recommended that the coordinator for a Canadian rehabilitation 
programme be appointed through the federal Minister of Labour.* The stress on 


1 Department of National Health and Welfare, op. cit., p. 8. 


2 Conference on the Rehabilitation of the Physically Handicapped, Proceedings, Toronto 1951, pp. 
90 and 91. 


3 Ibid., p. 97. 
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vocational rehabilitation later found its way into the Act regulating the Canadian 
rehabilitation programme, 


The year 1953 saw the Medical Rehabilitation Grant created ‘‘to aid in the 
provision of medical and ancillary rehabilitation facilities and services, including 
the training of personnel and the conduct of surveys and studies within each pro- 
vince’’.! At the same time the federal and provincial health departments began to 
establish rehabilitation divisions. By 1961, the grants for Crippled Children and 
Medical Rehabilitation were combined into a new Medical Rehabilitation and Crip- 
pled Children Grant, with a larger amount available than under the old grants but 
all now on a matching basis. Of the $140,406 available under the new grant for 
the year 1960-61, $81,517 was expended by the provinces.? 


The Medical Rehabilitation Grant has been used to assist in the training of 
personnel such as physiatrists, physiotherapists, occupational therapists, prosthe- 
tists, orthotists, social workers, speech therapists, nurses, and administrators. 
Support has also been given to the establishment of new training centres for these 
occupations and to the purchase of equipment for hospitals and rehabilitation cen- 
tres; the latter service was later discontinued with the institutions coming under 
the hospital insurance scheme. The same applies to the payment of salaries of 
staff in physical medicine and rehabilitation departments in hospitals, and for cer- 
tain services in these departments. While some of the functions of the rehabilita- 
tion grants were eventually absorbed by the hospital insurance programme, the 
development of rehabilitation facilities has been supported also under the Hospital 
Construction Grant. 


Although considerable progress has been made since that time the following 
still holds true: 


. comprehensive assessment and restorative programs directed against disabi- 
lity and chronic disease are still far from being adequate to meet the present health 
needs of Canada. Many factors are together responsible for such a situation; and 
too frequently still the prevention or limitation of disability and of chronic invalidism 
in the routine management of acute disease or injury is not accomplished because 
adequate facilities are not readily available at the appropriate time and place."* 


And, one might add, even where the facilities and services are available, they are 
not fully accepted and used by physicians and patients. 


Just what constitutes an adequate supply of rehabilitation personnel, facili- 
ties, or equipment is difficult to determine for several reasons. We have already 
observed that treatment at any stage contains elements of rehabilitation. Rehabi- 
litation services are provided also in hospitals which have no formal rehabilitation 
department, and physicians or visiting nurses apply physiotherapy otherwise given 


4 Department of National Health and Welfare, op. cit., p. 165. 
? Ibid., p. 167. 


3 Ibid., p. 169. 
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only by specially trained personnel. Another difficulty in quantifying rehabilitation 
needs is the absence of reliable data on the extent of the need. There is no tel- 
ling what the case load may be of those who could profit from medical rehabilita- 
tion: 
"no matter how big your rehabilitation facilities may be they seldom seem ade- 
quate to meet all of the hidden need .. "? 


We are certainly still far from having reached the saturation point. If bed-pop- 
ulation ratios are poor indicators for evaluating the adequacy of hospital beds 
generally, they are even poorer guides to rehabilitation or physical medicine beds. 
The continuing trend towards earlier ambulation, community treatment of the psy- 
chiatric patient, and home care for a wide range of handicaps further affects the 
Situation. The availability and adequacy of such services outside the hospital and 
on an out-patient basis will influence the need for hospital beds. 


Desirable bed ratios ranging from 0.5 to 1 bed per 1,000 population are sometimes 
mentioned, as is the desirability of a rehabilitation unit in all general hospitals 
above a given size (from about 100 to 300 beds), or a rehabilitation centre in com- 
munities with about 300,000 population or over. 


None of the recent major surveys of hospital needs, carried out in various 
parts of Canada, specify the number or ratio of rehabilitation beds required though 
they invariably stress the need for strengthening the rehabilitation services in hos- 
pitals. The Saskatchewan Hospital Survey distinguishes various levels of rehabi- 
litation services, the most elaborate being provided by ‘‘base services’’, followed 
by ‘‘regional’’, ‘‘district’’, and ‘‘itinerant services’’.” Because of the unknown reser- 
voir of the disabled in the community and the growing trend towards treatment out- 
side the hospital, the Survey of Hospital Needs in Metropolitan Toronto arrived at 
the conclusion that ‘‘there is no magic formula for determining the number of beds 
or facilities required for the care of chronically ill children or of the physically 
incapacitated’’.? 


Nevertheless, physical medicine and psychiatry have developed a body of 
knowledge and techniques aimed distinctly at the rehabilitation of the handicapped. 
This development has led to the establishment of rehabilitation units in hospitals 
and rehabilitation centres to supplement these units where necessary and it has also 
brought about a strengthening of rehabilitation services (personnel) to be provided 


? Carpendale, M.T.F., ‘*The Need for Medical Rehabilitation: Experience in Alberta — 1956—1959”?, 
Rehabilitation in Canada, Summer 1963, p. 17. 


2 Summary of ‘‘Saskatchewan Hospital Survey and Master Plan 1961’’, Part I, a Report of the Hospi- 
tal Survey Committee, Health Services Planning Commission, Saskatchewan Department of Public 
Health, Regina, 1963. 


: ‘‘Hospital Accommodation and Facilities for Children in Metropolitan Toronto’’, Part Six of a 
study by the Committee for Survey of Hospital Needs in Metropolitan Toronto, Nov. 1962, p. 43. 
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in hospitals with or without a formal rehabilitation unit or designated rehabilitation 
beds.! 


The services typical of rehabilitation procedures have increased in Canadian 
hospitals in recent years, and what distinct units and centres are in operation in 
public institutions are of comparatively recent origin, following those established 
earlier by the Department of Veterans Affairs and Workmen’s Compensation Boards, 
The following table shows the upward trend in the percentage of general hospitals 
providing some of these services in organized units:? 


Per Cent of General Hospitals 


Service with Organized Units 
1959 1960 
Physical medicine 25 205 
Physiotherapy 26.7 S15 
Occupational therapy 3.4 3.8 
Speech therapy 1.7 200 
Social service 4.4 4.6 


The trend is more pronounced in the chronic hospitals: 


Per Cent of Chronic Hospitals 


Service with Organized Units 
1959 1960 
Physical medicine 5.4 12.2 
Physiotherapy 42.9 70.8 
Occupational therapy PA PO: 43.9 
Speech therapy Tot 17.1 
Social service LORF 1232 


By 1962, according to the Department of National Health and Welfare,” physical 
medicine and rehabilitation services were established in: 


30 general hospitals, 

10 chronic hospitals, 

14 children’s hospitals, 

12 hospitals administered by the Department of Veterans Affairs. 


1 The Saskatchewan Hospital Survey and Master Plan 1961 (op. cit.) estimates the minimum number 
of personnel required to staff ‘‘adequate hospital-centered rehabilitation programmes in Saskat- 
chewan 1961—1970, as follows: 


Physical medicine 9 
Physical therapy 46 
Occupational therapy 6 
Medical social work 11 


The population of Saskatchewan is estimated in the report to reach 971,204 by 1970. 


2 Based on: Dominion Bureau of Statistics, Hospital Statistics, Vol. II, 1959 and 1960, Ottawa: 
Queen’s Printer, 1962 and 1963. 


3 Ibid. 


4 Communication of unpublished data. 
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There were 43 independent rehabilitation centres, distributed as follows: 


16 general rehabilitation centres (for children and adults with any type of 
disability), 
23 children’s rehabilitation centres ( including 11 for cerebral palsy), 
4 workmen’s compensation centres (Quebec, Ontario, Alberta, British 
Columbia), 


Medical rehabilitation services in nearly all of the in-patient hospitals and centres? 
are directed by orthopaedists or paediatrists. 


The beds set up by 1962 in these rehabilitation units and centres totalled 
18,840. Of these, 784 beds in 15 hospitals were designated as ‘‘rehabilitation’’, 
‘‘orthopaedic’’, ‘‘geriatric’’, ‘‘convalescent”’ or ‘‘polio’’. Of the 1,693 beds in the 
10 chronic hospitals, 349 were similarly designated. Fourteen rehabilitation centres 
with in-patient facilities had a total of 933 beds.? 


The Department of National Health and Welfare estimates that, in 1962, at 
least 20,000 disabled persons were treated as out-patients or in-patients at the 
general and children’s rehabilitation centres in addition to some 12,000 treated 
at the workmen’s compensation centres. 


The statistics of rehabilitation facilities are difficult to evaluate, however, 
because of the aforementioned broad meaning of rehabilitation which renders it 
difficult to judge, for instance, what beds earmarked for rehabilitation are actually 
used for this purpose. A rehabilitation unit in a hospital will be found to serve 
not only patients in that unit but also in most other departments of the hospital. 
Certain rehabilitation centres, for example, which have no in-patient facilities of 
their own, have beds earmarked for their patients in adjacent hospitals. There 
were in 1962 at least 111 beds in hospitals set aside for the use by rehabilitation 
centres.° 


On the whole, rehabilitation services in Canada must still be described as 
insufficient. What has been said recently of Ontario* applies generally: 


"In certain areas there are few or no facilities for physical restoration, speech 
therapy, job assessment, psychiatric care, or provision of braces or artificial limbs. 
Most centres are located in the larger cities but even in communities where the grea- 
test number of rehabilitation services exist they are barely adequate and there are 
waiting lists for admission." 


iy 


Generally covered under the provincial hospital insurance schemes. 


wR 


567 beds in 9 general rehabilitation centres, 
186 beds in 4 children’s rehabilitation centres, 
180 beds in workmen’s compensation centres. 


w 


91 beds for general rehabilitation purposes, 20 beds for children. 
Department of National Health & Welfare, communication of unpublished data. 


> 


Godfrey, G.M., Jousse, A.T.: ‘‘Rehabilitation Facilities in Ontario’’, in Canadian Medical Associa- 
tion Journal, 89, 657—662, September 28, 1963. 
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Also as mentioned before, the potential of rehabilitation is as yet far from being 
fully appreciated by the disabled and even by some physicians. 


In addition to the facilities and services provided in hospitals and rehabili- 
tation centres, there is a considerable number of clinics operated by voluntary 
agencies providing certain rehabilitation services but not the wide range found in 
the centres. These may be operated for certain types of disabilities or certain ser- 
vices such as physiotherapy. Some of these agencies also employ mobile units to 
reach their patients. 


PROSTHETIC DEVICES 


An essential part of rehabilitation services is the supply of prosthetic devi- 
ces where such devices are needed to compensate for the loss or reduced function 
of limbs or other organs of the body. Those coming to mind immediately are artifi- 
cial limbs and braces of various types, but conceptually similar compensation is 
provided by eyeglasses, hearing aids, dentures, and the various devices modem 
science has begun to produce for the replacement or the support of internal organs 
of the body. 


Crutches, artificial limbs and parts of limbs have been known and used for 
centuries. Treasure Island’s Long John Silver with his crutch is a perfect example 
of successful rehabilitation thanks to a prosthetic device: he was a man of sub- 
stance with a banker’s account, and he could manoeuvre ‘‘with the speed and securi- 
ty of a trained gymnast’’, holding his own in a fight. Peter Pan’s foe, Captain 
Hook, remained no less successful in his chosen career as a pirate when a metal 
hook replaced the hand he had lost to a crocodile. Captain Ahab had his leg ‘‘de- 
voured, chewed up, crunched’’ by the white whale but had it well enough compen- 
sated to lead the pursuit of Moby Dick; his prosthesis was an ivory joist, 
carefully fitted and secured with leather straps, pads, and screws, James Bond, 
in one of his adventures, encounters Doctor No who had two pairs of steel pincers 
in place of hands which he was able to use very effectively. What so fascinated 
writers from Rovert Louis Stevenson to Ian Fleming about their handicapped and 
rehabilitated characters was not so much the technical accomplishment of their 
respective prosthetic devices as the motivation and dogged determination of those 
affected. 


Fiction has depicted what actually occurred in real life. Wars and occupa- 
tional accidents have been the prime sources of physical handicaps, to which we 
have now added the traffic accidents and, increasingly, the congenital defects. 
Like rehabilitation in general, the development of prosthetic devices in particular 
has been stimulated by a concern for the injured soldier and workman. In both ca- 
ses the motive of society for doing something about these handicaps has been part- 
ly the very selfish one of preserving and restoring manpower strength, but 
increasingly the community recognized its debt towards the veterans who, having 
been prepared to sacrifice their lives and health, deserve every possible public 
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effort to diminish the consequences of their impairments. The great contributions 
to the development of prosthetic devices by the Department of Veterans Affairs 

fall into this category. It was the missing or deformed limbs of the thalidomide 
babies which sparked a new interest in the application of the most modern enginee- 
ring techniques to the manufacture of artificial limbs. The devices developed by 
the Rehabilitation Institute of Montreal and the Crippled Children’s Centre in 
Toronto will lead to a much wider application of modern engineering techniques 

in the manufacture of prosthetic devices generally. 


The complexity of modern electronic and other devices makes the closest 
possible collaboration between the physician, prosthetist and orthotist on the one 
hand, and the scientist and engineer on the other an imperative prerequisite for the 
fullest application of scientific techniques to the rehabilitation of the disabled. 
The motivation and will power on the part of the afflicted individual have always 
been among the factors stimulating progress in this field. They have led to the 
most promising advances where this determination was combined with the neces- 
Sary scientific knowledge. 


The following few highlights of the history of prosthetic devices are gleaned 
from a far more thorough presentation prepared by R.M. Turner for a Conference of 
Prosthetic Superintendents of the Department of Veterans Affairs! in 1962. Over 
a hundred years ago, in 1861, a Mr. J.E. Hanger had a leg amputated in the Ameri- 
can Civil War. Having previously been an engineering student, he first made a 
prosthesis for himself and then also for others which led the State of Virginia to 
commission him to produce artificial limbs for veterans. The result was a new 
industry being established for the production of prosthetic devices. Half a century 
later it was again the combination of amputation and engineering knowledge which 
prompted Marcel Desoutter, a flying contemporary of Blériot and Farman, to design 
a prosthesis to substitute for a leg lost in a flying accident. He introduced the use 
of light-weight metal, adopted after the first World War for regular use in Britain. 
During the war, the French Red Cross and the British Government were instrumental 
in introducing United States manufacturing methods to European countries. In 1921, 
representatives of veterans’ organizations from several European countries, meeting 
at Geneva, appealed to the International Labour Office to launch a three-stage 
programme: 


1, to mount a prosthetic research programme, 

2. to set up a permanent exhibition, and 

3. to spread information so that up-to-date knowledge of modern prosthetic 
developments would reach the civilian amputee groups. 


These objectives, however, were not immediately implemented though they served to 
spark wider interest in the subject matter. In Canada, the Military Hospital Com- 
mission, during World War I, found that government ownership promised adequate 
research facilities and the best means of liaison with other governments. This 

led to the establishment of what is now known as the Prosthetic Services in the 


1 At the Prosthetic Centre, Sunnybrook Hospital, Toronto, May 14—17, 1962. 
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Department of Veterans Affairs. The casualties of World War II prompted an inter- 
national conference on amputations and artificial limbs held in Canada in 1944, 
under the auspices of the National Research Council. It resulted in the formation 
of committees in several countries, including Canada, to promote artificial limb 
research and development. A similar committee was established in the United 
States, From the aircraft industry came the use of laminated plastics for the man- 
ufacture of prosthesis, thus culminating the use of various materials from heavy 
metal, leather and metal, wood, and later light metal. The committee later trans- 
ferred its functions to the Department of Veterans Affairs. 


Reference has already been made to the achievements in various rehabilita- 
tion centres throughout Canada where research into the design of prosthetic devi- 
ces had been sparked by the thalidomide affair, and where liaison is maintained 
with developments in the United States, European countries, and the Soviet Union. 
It would appear that the time has come for establishing closer contact and coordi- 
nation of effort among these various agencies, as well as with industry, in the 
field of prosthetics and orthotics. 


Furthermore, the evolution from the crudely strapped-on leg of Captain Ahab 
to the complex electronic and other extraneous-powered devices now adapted to 
prosthetic uses means the development of new specialties of which the physician 
must be aware though the technical details will have to be left to specialists in 
this field. 


While it has been said of the medical profession that ‘‘the procurement and 
fitting of prostheses and braces is their responsibility as part of the full treatment 
of the patient’’,? this still is only a goal and not yet a reality.* The prescription, 
fitting, and checkout of prosthetic devices requires closest consultation between 
physician and prosthetist, as well as the physiotherapist or occupational therapist, 
and possibly also the social worker who would be aware of the type of prosthesis 
required in the particular situation of individual patients. The design and con- 
struction of an artificial limb, for instance, depends not only on the type of impair- 
ment but also on the type of work the patient will have to perform with it; the 
required weight and strength of the device for someone doing office work wil! not 
be the same as that for a patient who will have to do heavy lifting. 


All of this indicates that the contributions made to rehabilitation by modern 
prosthetic devices have vastly increased. At the same time their complexity, and 
hence, also their cost, have risen, For those whose disability results from the ab- 
sence, loss, impairment or deformity of limbs or organs, rehabilitation cannot be 
achieved without adequate compensating devices. These devices need maintenance, 
repair, and occasional replacement. Particularly in the case of children, prosthetic 


1 Transferred on April 1, 1965, to the Department of National Health and Welfare. 


2 Gilpin, R.E., in introducing the Conference of Prosthetic Superintendents (Department of Veterans 
Affairs), Prosthetic Centre, Sunnybrook Hospital, Toronto, May 14—17, 1962. 


3 Ibid. 
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devices need major periodic adjustment or renewal to adapt them to the growing 


process. The lifetime cost of such devices may thus range up to several thousand 
dollars. 


The problem of rehabilitation is common to all age groups. Theneed is par- 
ticularly great however, in the habilitation of babies and children with malforma- 
tions of a congenital nature or acquired early in life. The thalidomide story has 
focussed public attention on the plight of these children and their parents. While 
the deformities resulting from this drug may be particularly severe, similar cases 
of congenital deformities have occurred before and will continue to accur, and these 
infants are no doubt as deserving as are the victims of thalidomide. Observing 
these children in the rehabilitation centres, one is deeply moved by their distress- 
ing situation and the strain they place on their parents, but one is also struck with 
the amazing benefits these children can derive from the ingenuity of modern pros- 
thetic techniques. A device enabling a toddler, for instance, with hardly any trac- 
es of upper extremities to guide a spoon in a level position from the table to his 
mouth is a costly proposition, but it is only with the help of such devices that 
there is any hope for these children to lead anything resembling a normal life. The 
children will depend on their prosthesis for a whole lifetime. To an older person, 
too, an artificial limb or other device or aid can make the difference between many 
years of complete dependency on others and self-care or even employment. In 
either case the prosthesis will contribute not only to the well-being of the patient 
but also bring about direct or indirect economic advantages. 


The growing number of handicapped children now surviving birth and very ea 
early childhood, and the increasing number of those becoming handicapped at later 
ages will create increasing demands on an ever expanding variety of prosthetic de- 
vices. From the growing technical intricacy of these devices there results a de- 
mand for more specialized personnel trained in prosthetics and orthotics, who must 
be provided with the facilities and the equipment necessary in rehabilitation depart- 
ments or centres for the preparation and fitting of prosthetic aids. 


THE PROCESS OF TOTAL REHABILITATION 


The preceding section has shown that there are certain health services — 
such as those of physical medicine and the provision of prosthetic devices — which 
can be identified as primarily concerned with rehabilitation rather than treatment; 
the latter may be considered to end with arresting or controlling the disease pro- 
cess or injury. 


Medical rehabilitation concentrates on the physical and mental residual 
handicaps but, as stated before, treatment must, from the very first, take into con- 
sideration any rehabilitation problems that may eventually arise. In reviewing the 
rehabilitation facilities in hospitals it was emphasized that rehabilitation services 
are not limited to patients in these units. Rehabilitation centres, for their part, 
provide services beyond the treatment and medical restoration stage. 
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Disease and injury may result in consequences that lie outside the physio- 
logical processes of body and mind. They may affect the individual’s capability 
and reaction in regard to job, school, family, or community. The services directed 
towards the removal or alleviation of these consequences — we may call them so- 
cial as distinct from medical rehabilitation services — are not health services 
proper, and more likely than not come under auspices of other than the health agen- 
cies. Nevertheless, such services are triggered by health defects and they can be 
fully effective only if integrated with the services aimed at treatment and medical 
restoration. Thus, we find educational or vocational training facilities, vocational 
guidance and placement officers located in rehabilitation facilities although some 
of these services and personnel may be under the jurisdiction of the education de- 
partment or employment service. The sequence of medical and social rehabilita- 
tion must be a continuous one: not only is a clear division lacking, but it is also 
imperative that there be no break between the various phases of rehabilitation. It 
remains to be determined, however, where the administrative and financial respon- 
sibility of health agencies (both public and private) ends, and that of welfare, edu- 
cation, or labour departments start. 


Rehabilitation provides a major field of activity for voluntary organizations, 
mostly related to specific diseases or certain groups of the population such as 
children. As far as government involvement is concerned, all three levels of gov- 
ernment function in this field in one way or another. Local agencies provide the 
actual services; the local government carries a large part of the welfare load; 
and education and training are matters of provincial jurisdiction. The federal gov- 
ernment’s participation, primarily in the form of financial support, consultative 
services, and coordination, is not limited to the health and welfare field, but ex- 
tends also into the jurisdiction of the federal Department of Labour. The latter 
Department is responsible for the administration of two Acts which have a bearing 
on rehabilitation, namely the Technical and Vocational Training Assistance Act 
of 1960, and the Vocational Rehabilitation of Disabled Persons Act of 1961. The 
former Act enables the federal government to enter into agreements with the pro- 
vinces ‘‘to provide for the payment by Canada to the province of contributions in 
respect of the costs incurred by the province in undertaking a programme of tech- 
nical and vocational training in the province’’ of several categories of persons, 
specifically also disabled persons. This is referred to as ‘‘Program 6 — Program 
for the Training of the Disabled’’. 


Reference has already been made to organized home care and community 
mental health services as providing the important framework for rehabilitation out- 
side an institution. These new forms of organization require close coordination 
between health and social services. The chain of rehabilitation services, on the 
other hand, often means a gradual fading out of the health services proper to give 
way to welfare services including sheltered employment, education and training 
services, placement services, and various forms of follow-up services with or 
without medical participation. Many of these services offer excellent opportunities 
for voluntary action by groups organized to provide certain types of services. 
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The broad spectrum of services required indicates the need for the effective 
coordination of all the services bearing on rehabilitation. This basic principle is 
recognized in the Vocational Rehabilitation of Disabled Persons Act. Despite its 
limitations, this Act is a remarkable piece of legislation because it is the fies 
and so far the only systematic attempt to achieve the coordination of a wide varie- 
ty of services. The coordination extends horizontally by drawing together services 
provided by many agencies, and vertically by establishing accord between the var- 
ious levels of administration. 


The Act provides for federal contributions to the provinces amounting to half 
the cost of comprehensive programmes for the vocational rehabilitation of disabled 
persons. Under the Act, federal activities are coordinated and in the provinces 
coordinators of rehabilitation services have been appointed who are responsible 
for ensuring adequate coordination also at the local level. The department 
responsible for implementing the provisions of the Act at the federal level is the 
Department of Labour, assisted by the National Advisory Council on the Rehabilitation 
of Disabled Persons. All agencies concerned with the application of the Act 
deserve great credit for building up, in the few years since its passage, an 
impressive and generally effective organization. The Act has, however, a serious 
shortcoming, namely its limitation to vocational rehabilitation, aimed primarily at 
the potentially gainfully employed. 


This restriction excludes the large number of disabled persons who, because 
of their age or the degree of their disability, cannot hope ‘‘to become capable of 
pursuing regularly a substantially gainful occupation’’ as required under the Act, 
but who could nevertheless profit from rehabilitation services to the extent of grea- 
ter independence from the help of others. These people, if rehabilitated, may be 
able to live in the community instead of in an institution, or they may be able to 
dispense with another person looking after them. Rehabilitation in these cases 
means retums in happiness and life satisfaction for the patients as well as those 
around them, and it also means the economic benefits of a reduced need for atten- 
dance and care. Until all those who can profit from rehabilitation services are cov- 
ered by one coordinated system, the coordination remains incomplete, thus 
seriously reducing the effectiveness of the programme. As the Act stands now, 
difficulties exist not only in those cases which are obviously excluded from the 
provisions of the Act but also in the numerous borderline cases where much time 
and effort is wasted in determining under which department’s jurisdiction a parti- 
cular case may come, 


The original limitation of the Act is understandable in view of the previous- 
ly quoted opinion of the 1951 Conference that rehabilitation has nothing to contri- 
bute to the disabled older people. This view has changed, however. Today it is 
recognized in Canada as elsewhere that there are many categories of patients of 
all ages who can, and hardly any who cannot, profit from some type of rehabilita- 
tion services, C. L. Hunt, in reporting on rehabilitation in Great Britain and Den- 
mark notes, in regard to the care of the aged the importance of physical and mental 
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stimulation so necessary for the prevention of further deterioration. Bed care, he 
comments, is a refuge only in acute illness or in the terminal stages of physical 
disintegration: 

"This approach in the care of the aged, far from being cruel, lifts many out of 
their vegetable existence, restores them to some degree of companionship and inter- 
est, reduces their tendency to incontinence, restores some degree of social compe- 
tence and reduces the amount of nursing care required by them. So marked are these 
advantages that relatives are more readily induced to care for the aged in their own 
homes, especially when they can rely on the local hospital readmitting the patient 
immediately on the advent of a medical or social emergency. Thus, chronic hospital 


beds are freed for the care of those in more urgent need, with a significant financial 


saving to the treasury." 


These conclusions emphasize the importance of rehabilitation as well as the need 
for adequate home care services for the care of physical as well as mental illness 
and dependency. What has been said of the aged applies equally to persons in all 
age groups who suffer from a permanent disability which in the past may have been 
classified as total but which may well respond, at least to some degree, to modern 
rehabilitation procedures and the newly developed prosthetic devices of various 
kinds, particularly those operated by electronic or other extraneous power sources, 
‘Disability respects neither age nor social status, consequently the field of reha- 
bilitation applies to all walks of life and is equally important to the aged and in- 
firm as to the child who suffers from congenital defect.’’? 


All these cases should be brought under the provisions of the Act. It is 
true that the Act is being broadly interpreted and that, for instance, homemaking 
is specifically accepted in the agreements with the provinces as a “substantially 
gainful occupation’’, but the Act remains restricted to the concept of gainful em- 
ployment, a concept dating back to the concern for war casualties and injured work- 
men. 


The Act should apply to all disabled persons who may profit from any of the 
services available under its provisions regardless of the individual’s vocational 
potentialities, It must be remembered that even where vocational rehabilitation is 
indicated, it remains one aspect only of total rehabilitation: 


"Vocational rehabilitation is only one aspect of the total concept of rehabilitation. 
The crippled child and the sick elderly and infirm adult are not vocational rehabili- 
tation candidates. .. Persons who because of severe disability and/or age, are at 
present not considered satisfactory for vocational rehabilitation, nonetheless require 
rehabilitation services." ? 


1 Hunt, C.L., A Study of Rehabilitation in Great Britain and Denmark, Victoria: Department of 
Health Services and Insurance, 1960, p. 9. 


2? Canadian Association of Physical Medicine and Rehabilitation, brief submitted to the Royal Com- 
mission on Health Services, Toronto, 1962, p. 16. 


3 The Government of Manitoba, brief submitted to the Royal Commission on Health Services, Winni- 
peg, 1964, p. 33. 
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If the Department of Labour administers the Act, this fact should not be al- 
lowed to restrict the eligibility to those groups in which the Department has a di- 
rect interest. Departmental jurisdiction over rehabilitation has, in fact, always 
been a controversial issue, which is not surprising with so many agencies being 
involved, The Royal Commission on Government Organization (Glassco Report) 
recommended the transfer of the Civilian Rehabilitation Branch from the Depart- 
ment of Labour to the Department of National Health and Welfare. But this would 
mean merely substituting one of the several interested agencies for another. One 
would conclude that the most satisfactory solution would be an independent agen- 
cy on which the various departmental interests are represented. The National Ad- 
visory Council on the Rehabilitation of Disabled Persons should continue, with 
representation from the federal departments concerned, provincial departments, vo- 
luntary agencies, health professions, universities, and employer and employee 
organizations. 


As some kind of regular occupation commensurate with the faculties of the 
rehabilitated person is important not only for his financial support but also for his 
morale, greater attention should be given to the problem of employment for the 
handicapped. This may be in the form of sheltered employment, either as the final 
solution or whenever possible as a stepping stone to regular employment, or it may 
mean employment in the labour market. It would seem that industry could absorb a 
greater number of persons who are handicapped in some way but not sufficiently to 
interfere with certain types of work. The possibility of a legal requirement for the 
employment of a certain percentage of handicapped people might be studied, but 
pethaps more effective would be an intensified education campaign aimed at em- 
ployers and labour organization with a view to changing employment practices and 
policies in the light of a realistic appraisal of what people with various handicaps 
can do. 


The restoration of the sick or handicapped to employment or some kind of 
function in the community remains the end product of an often long chain of diag- 
nostic, treatment, and rehabilitative services, but this end product must be kept 
in mind from the very beginning of the patient’s care. The distinction and separa- 
tion of psychiatric care from the remainder of the health services is disappearing. 
For both types of patients there will be greater emphasis on community care and 
follow up in preference to institutional care. In connection with the National 
Health Grants programme, it has been said: 


"It seems logical to expect that the most immediate development in programs and 
facilities for medical rehabilitation and chronic care will be oriented first towards 
their incorporation in the routine comprehensive health care of all patients with a 
threatening or already established disability. Personnel should be trained, equip- 

- ment should be acquired and services should become available for control of disabil- 
ity and adequate chronic care at the same time that other preventative and curative 
measures are developed in a total scheme for competent medical care,"'? 


: Royal Commission on Government Organization, Vol. 3, Services for the Public, Ottawa: Queen’s 
Printer 1962, p. 212; and Vol. 5, The Organization of the Government of Canada, Ottawa: Queen’s 
Printer 1963, pp. 89—90. 


2 Department of National Health and Welfare, op. cit., p. 170. 
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Such a total scheme of rehabilitation would have to extend, as demonstrated, 
beyond the stage of competent medical care. To ensure the necessary continuum 
of care is an especially complex matter in the case of handicapped children, and 
particularly those with severe and permanent, or at least chronic, handicaps. As 
far as the organization of the necessary services goes, the basic problems are si- 
milar for the mentally handicapped as for the physically disabled. What the Cana- 
dian Medical Association Journal said in regard to mentally retarded children has 
wider application: 


"Medical leaders in the care of handicapped children advocate that the small re- 
sidential facility of about 200 beds should be organized to serve a single county or 
perhaps several counties, depending on the population demands. These should be 
located in the principal medical centre and, where possible, in a university setting. 
They would provide special education, nursing, medical and psychiatric care for 
those patients who, because of special needs or because of their behaviour, cannot 
reside either in their own homes or in the more open community, foster or group homes. 
The diagnostic and evaluation clinic should be organized in a manner previous- 
ly described, to serve a number of counties having the aforementioned facilities, and 
should be located at a university centre. It should be staffed with well-trained per- 
sonnel, with representation from the specialties of pediatrics, psychiatry, psychology, 
social work, education and nursing. This group of specialists would form the refer- 
ral centre for the region. From here a program would be designed for each child, of- 
fering a continuum of service that would utilize any or all of these various services 
when needed. 

"Those of the profession who work with children will recognize the difficulties in 
distinguishing one handicapping condition from another, as is so well illustrated by 
the series of articles which appear in this issue. It will be noted as well that there 
is a certain amount of overlapping of services in many centres today because of our 
inability to separate the needs of one child from another. It is evident that many 
conditions other than mental retardation could be helped by this type of program. It 
is important that both program directors and communities accept a broad res ponsibi- 
lity for the child and recognize that a continuum of service means both active and 
chronic care, and that because a child fails to respond to the 'acute care’ as we 
would like him to, he must not be relegated to some isolated custodial centre, to be 
forgotten." ! 


This, by and large, expounds the function of the rehabilitation centre as distinct 
from the rehabilitation facilities in general and chronic hospitals. The centre 
provides the more specialized services extensively on both an in-patient and out- 
patient basis. For those requiring continuous institutional care, the philosophy of 
smaller institutions is based on the better quality of care they can provide as well 
as on the beneficial effects of greater proximity to the patients’ home community. 
Patients in rural areas could obtain at least some of these services through mo- 
bile units.? 


It would be mistaken to assume that rehabilitation applies only to the chro- 
nically ill and permanently handicapped. While these patients may require the 


; ‘‘Community-Centred Care for the Handicapped Child’’, editorial, Canadian Medical Association 
Journal, November 16, 1963, p. 1040. 


2 Gingras, G., ‘‘Rehabilitation’’, Canadian Journal of Public Health, May 1963, p. 209. 
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largest share and widest range of rehabilitation services, the application of reha- 
bilitation concepts is considered ‘‘an essential element of good medical care and 
is applicable to patients suffering from acute as well as chronic medical and sur- 


gical conditions’’.! 


As has been the case in regard to health services generally, the absence in 
the past of systematic planning for comprehensive rehabilitation services has led 
to the haphazard development of these services. It is to the credit of public and 
voluntary organizations that provisions were made from time to time to cope with 
specific problems such as those of workmen, veterans, crippled children, the men- 
tally ill or retarded, and others. This has resulted not only in gaps but also in du- 
plication because there is a growing number of organizations with an interest in 
some aspect of rehabilitation.2 Because the various agencies have often operated 
independently and in isolation, programmes are frequently unbalanced and contain 
contradictions and duplications,* The pioneering of these organizations has made 
our present rehabilitation services possible by providing energetic initiative and 
constructive leadership which, however, has too often come up against vested inter- 
ests of various groups which render the desirable and necessary coordination dif- 
PiCulLy. 


The systematic development of care and rehabilitation facilities for the dis- 
abled requires an assessment, now lacking, of the needs in this area. Little or no 
information exists on the incidence, prevalence, and distribution of the various dis- 
abilities and the characteristics of those affected. Registries of the handicapped, 
like that in British Columbia, constitute a hopeful beginning but have been slow 
developing. Registries serve not only statistical purposes, but also the needs for 
continuing care, follow up, and evaluation. Data derived from the registries will 
also throw new light on the causation of disabling conditions, particularly if by the 
use of modern record linkage procedures they are related to sources of other data. 


The main needs then in the field of rehabilitation are for an evaluation and 
assessment of the extent and characteristics of disability among Canadians, for 
adequate facilities and personnel,’ for research and for adequate coordination of 
all services necessary for the complete medical and social rehabilitation of all 
those who suffer residual disability from disease or injury and who may benefit in 
some way from rehabilitation. Employment for the employable handicapped must 
be part of the process of rehabilitation. 


1 Canadian Association of Physical Medicine and Rehabilitation, op. cit., p. 16. 


2 Welfare Council of Ottawa, brief submitted to the Royal Commission on Health Services, Ottawa 


1962, p. 4. 


w 


Saskatchewan Co-Ordinating Council on Rehabilitation, brief submitted to the Royal Commission 
on Health Services, Regina 1962, p. 5. 


School of Hygiene, University of Toronto, brief submitted to the Royal Commission on Health 
Services, Toronto 1962, p. 46. 


See Gingras, G., op. cit., for the shortages of physiatrists, physiotherapists, occupational thera- 
pists, speech therapists, audiologists, prosthetists, orthotists, and nurses. 
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CHAPTER VI 


SYNTHESIS: MULTIPLICITY WITH A PURPOSE 


This discussion of emerging trends in our health services began with the 
observation that continuing and probably increasing specialization end proliferation 
in the health services are an integral part of modern scientific and technological 
advance. This trend could be halted or slowed only at the expense of new know- 
ledge gained and assimilated. 


The many different auspices under which our health services operate add to 
the multiplicity of services. The existence, side by side, of public and voluntary 
effort also is basically sound. To voluntary initiative we owe many if not most of our 
present services; in many cases needs and problems were recognized and 
solutions pioneered by voluntary agencies before governments did or could act. 

With new needs constantly arising and being recognized there will always remain 
room for voluntary effort in many areas of our health services. Regional differences 
must also effect the patterns of health services. 


Cutting across Canada’s social, economic and cultural diversity is our con- 
stitutional organization. Public administration is shared among the three levels of 
government: local, provincial, and federal, with a possible new regional level being 
inserted between the gradually waning local and the provincial jurisdictions. While 
these tiers are particularly noticeable and accepted in the sphere of government, 
they also permeate the area of private voluntary organization where, not infrequently, 
we also find the national organization assigning greater or lesser autonomy to 
provincial and local branches. 


All this would make our health services appear uncoordinated and ineffective. 
This is true to a certain extent,but the situation is not as bad as it may seem for 
two reasons: first, we have seen here and there the germ of developing coordina- 
tion; and second, in a country the size of Canada with its regional differences, 
a certain degree of variety and elasticity in the organization of community services 
is desirable or even necessary. Variety encourages experimentation with different 
methods and approaches to similar problems so that one region may profit from the 
experience of another, and governments from that of voluntary organization. 
Furthermore, a system preserving various forms of organization will be more 
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flexible and adaptable to local conditions and needs than one where guidance and 
policy-making is entirely in the hands of one agency. But even to derive these 
benefits, some liaison, coordination, and meeting of minds is necessary so that 
varying experiences can be evaluated. 


This study concerns itself neither with the methods of financing health 
services nor the administrative machinery necessary for either a private or public 
insurance scheme; nor does it propose to deal with the organization of over-all 
planning or administration of health services at the provincial and federal levels. 
The study is rather concerned with the actual services provided at the local level, 
ensuring that available services can be mobilized to the best advantage of physi- 
cian and patient in the most effective and efficient way. While it will be essential 
to aim at the widest possible range of services to be available to all Canadians, 
it should be remembered that availability of the ‘‘best’’ possible services is not 
necessarily synonymous with the ‘‘most’’ possible services being used. 


A monolithic system of health services would be much easier to design, 
simpler to administer, and perhaps less costly to operate. It would mean, how- 
ever — apart from the political, philosophical, and emotional objections — abandoning 
the advantages inherent in involving a variety of agencies. It is worth trying to 
preserve these advantages, but it will not be possible to preserve them if the 
various services and agencies operate independently of one another and develop, 
or fail to develop, without regard to the needs, since they are all aimed at contri- 
buting to the same goal, i. e., the health of the people. Some way must be found by 
which they can be brought together so that they will meet effectively at the focus 
of their objective: the patient. 


Many of the briefs submitted to the Royal Commission on Health Services! 
by organizations concerned with the over-all aspects of providing health services 
to Canadians strongly emphasize the need for coordination of the many components 
required to provide adequate care according to modern standards. This, in fact, 
appears to many as an essential prerequisite for the effectiveness of our future 
health services. Some of the briefs contain specific proposals regarding the form 
in which coordination should be achieved, others are content to point out the 
urgency for some action. The basic reasoning in all cases may be summarized by 
the statement of the Canadian Welfare Council that ‘‘because the health of the 
individual is indivisible, health services should be closely coordinated and health 
care for the individual should be integrated. Similarly the broad range of health and 
welfare services which an individual or family may need should form a coordinated 
network’’.? 


1 For instanceythe British Columbia Federation of Labour, Canadian Association for Retarded Children, 
Canadian Federation of Agriculture, Canadian Hospital Association, Canadian Labour Congress, 
Canadian Medical Association (British Columbia Branch), Canadian Public Health Association, 
Canadian Welfare Council, Community Chest (Greater Vancouver Area), Metropolitan Hospital 
Planning Council (Vancouver), Ontario Medical Association, Ontario Public Health Association, 
School of Nursing (University of Toronto), School of Hygiene (University of Toronto). 


Canadian Welfare Council, brief submitted to the Royal Commission on Health Services, Toronto, 
19625 ps it. 
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One may ask how our health services would fare in an emergency, be it 
brought about by war or accidental or natural castastrophy. It is interesting to note 
that somebody looking at our health services, with an emergency situation in mind, 
should consider it the first requirement to establish coordination. In a temporary 
emergency this would result in a more authoritarian solution than one would choose 
as a permanent arrangement, but the first of ten points developed for municipal 
emergency health services is the appointment of a director to assume responsibility 
to bring all existing agencies together.! The second requirement is the establishment 
of a planning organization, the third the appointment of a health advisory council. 
Next, the emphasis is on liaison with existing institutions and getting the support 
of associations and societies, the latter with the comment that ‘‘the strong support 
of recongized professional associations is vital but it is considered unwise to 
assign operational responsibility to such groups.’’? Evidently the basic elements 
needed to ensure coordination of all agencies in order to achieve a common goal 
already exist. The goal, i.e., to work together effectively for the health of the 
community, remains the same although the methods required to set up the necessary 
Organization will be different in normal times from those during a temporary emer- 
gency. In fact, the existence of a permanent organization would largely eliminate 
the need for hastily created emergency measures. In an emergency, however, the 
organization will be run by decree rather than by mutual consent. In normal times 
it is the other way round. Wegman puts it this way when he discusses the matter 
of communication and coordination: ‘‘We start out on the premise that in any 
organized program a certain number of orders must be given by the leaders, but 
that, in contrast to a military situation, public health programs are not likely to 
succeed if every member of the team is not aware of the rationale behind the order 
and willing to accept it as well reasoned rather than something to be followed 
blindly.’’sIf an efficiency expert or administrator were given the task to design, 
without regard to existing patterns, an efficient system of organized health services, 
the blueprint coming off his drawing board would probably resemble more the kind 
of organization found in countries where all essential health services are provided 
by government. From the purely administrative point of view, the simplest solution 
is to have all services under the same auspices— presumably government— and this 
would greatly reduce the problems of operation, coordination, financing, planning 
and evaluation. In the Soviet Union, for instance, all health services are completely 
integrated. Yet, there is a good deal of flexibility because it is a system of 
“‘centralized policy and decentralized execution’” with considerable delegation of 
responsibility peripherally and enormous diversity in local practices.* The need 
for a certain amount of decentralization arises, of course, from the size of the 


1 Hardman, A.C., Municipal Emergency Health Services, Précis No. 3.03, Ottawa: Department of Na- 
tional Health and Welfare, August 1962, p. 1. 


*'Thid.; pe 3s 


? Wegman, M.E., ‘‘Problems of Communication and Coordination within Health Programs’’, American 
Journal of Public Health, December 1961, p. 1819. 


4 Roemer, M.I., ‘Highlights of Soviet Health Services’’, The Milbank Memorial Fund Quarterly, Oc- 
tober 1962, pp. 388—389. 


110 ROYAL COMMISSION ON HEALTH SERVICES 


country and regional differences which explain the diversity found in local prac- 
tices despite central direction and uniform basic policies. 


Jeremy Bentham, around the turn of the 18th century, went far beyond the need 
of decentralizing the actual services even in a country where, as in England, distances 
were much less of a problem than they were in Canada. He proposed that a country 
be divided into districts with ‘‘say from thirty to forty miles in diameter’’, so that 
they could be made more or less self-sufficient also in regard to the diffusion of 
knowledge. In the central town of each district he wanted to see the following 
“Castablishments’’ maintained: a professor of medicine, a professor of surgery and 
midwifery, and a hospital, in addition to professors in the fields of the natural 
sciences and of the veterinary art. ‘‘The first advantage’’, as Bentham put it, 
‘resulting from this plan would be the establishment, in each district, of a prac- 
titioner, skilled in the various branches of the art of healing. A hospital, necessary 
in itself, would also be further useful, by serving as a school for the students of 
this art.’’? 


These are some of the features, but only some, found in Canada’s health service 
pattern. They exist to a far lesser extent or not at all in smaller and hence more 
homogeneous countries where health services are also largely administered as well 
as financed by government. In all these countries such systems seem to work well; 
they may appear as an enticing solution — and in the opinion of some, an inevitable 
one — for Canada’s health services. There are, no doubt, lessons to be learned from 
the Soviet system and others, but we have to ask ourselves always why something 
works well elsewhere and why in North America things are different. If we are to 
learn from the experience of others, as we should always do, it must be not so 
much a matter of copying but of selectively adapting, and still preserving what is 
good about the existing situation. 


The various organizations and agencies in the health field in Canada are the 
result of organic, if haphazard and unsystematic, development. They have developed 
within the framework provided by the social, geographic, economic, and cultural 
patterns that make up Canada. They have been instrumental in achieving the 
present relatively high standard of our health services, and they are likely to 
continue in the same direction. Shifts of responsibility and jurisdiction from one 
sector to another will occur in the future as they have occurred in the past. This 
is part of the natural evolution in a field as dynamic as that of health and health 
services, and so closely tied to social changes also. Government may assume 
greater responsibility, particularly in the field of financing, Voluntary effort, 
however, and the independent professions will continue to provide a large share 
of the actual services and in other respects too; will fill large and important areas 
of Canada’s health needs as in the promotion of research and health education. 


1 Bentham, J., The Rationale of Reward, Book IV, Chapter 3. 
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All these organizations have accumulated a very considerable store of experience 
both in regard to the scientific or technical as well as the administrative aspects 
of their particular activity, albeit limited to that particular activity. Diversity of 
auspices and organization has the further advantage of keeping a larger segment 

of the community actively interested in the health field. This, on the other hand, 
also presents the danger of perpetuating obsolete functions and of promoting self 
interest of individuals and organizations rather than the achievement of common 
objectives, isolation rather than regard for the over-all needs and means of meeting 
them. 


The advantages inherent in the existing pattern should not be abandoned and 
need not be abandoned without a serious attempt to preserve and possibly enhance 
them. It has become obvious, however, that if left to their own devices the existing 
agencies will accomplish the needed reorientation towards the common goal at far 
too slow a rate, if, in fact, they would not tend to pull farther apart working in 
different directions and retaining, if not increasing, gaps and overlapping. What 
should be attempted is not complete integration of all existing agencies into one 
monolithic system of health services, but effective coordination of the multiplicity 
of organizations to achieve the common objective of providing the best possible 
health services to all Canadians. It means that the various agencies would retain 
their identity and their basic nature as either professions, voluntary organizations, 
Or government departments, but the over-all organization, the planning, and the 
general evaluation would be the result of co-operative effort. A coordinated 
Organization of health services has become essential not only for reasons of 
efficiency and effectiveness, but also to ensure the continuity of care throughout 
its various stages. In health maintenance as well as in the management of chronic 
illness and disability, which represent today’s main health problems, continuity 
is of the utmost importance in both physical and mental health and illness. It can 
be achieved only by an organization coordinating the various stages of service. 


To aim at an organization achieved by the cooperation of a variety of agencies 
rather than by forced integration is by no means unrealistic. Some of the newly 
emerging trends in health care have been described here in order to illustrate the 
fact that the beginnings of such cooperative effort already exist. Organized home 
care plans and coordinated rehabilitation services function well with the partici- 
pating agencies retaining their full identity. Medical group clinics successfully 
achieve teamwork among members of probably one of the most individualistic 
professions. Regionalization of hospitals is gradually being accepted by hospital 
boards. Voluntary health organizations have been coordinating their efforts to an 
increasing extent. 


If all these have so far remained sporadic efforts, they illustrate the recogniz- 
ed need as well as the readiness of the agencies concerned for greater co-opera- 
tion and coordination. There is no reason to believe that the same approach would 
not work on the more systematic scale which now has become imperative. It must 
work if we are to retain the present basic structure and yet have effective health 
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services. If the principle is implemented at the community, regional, provincial, 

and national level then there will be a safeguard that general policies will be 
adapted to local needs and conditions. Such a system of organized and cooperative 
operation of health services must distinguish between two phases: 1. the 

planning, and 2, the implementation of the plan. There will be two types of agencies 
needed, somewhat similar to the division of responsibility between parliament and 
the executive branch of government. There is a distinction between ‘‘community 
planning for health services’” on the one hand, and ‘“‘planning for community health 
services’” on the other.? 


V.A. Getting identifies three distinct phases of organized community health 
services, namely planning, implementation, and evaluation.? The first two corres- 
pond to the above-mentioned stages of policy-forming and implementing. These 
must be supported by corresponding research activities at all levels in order to 
assist in the planning and in the evaluation of the health service system and its 
components. Research into the various aspects of health services is also likely 
to yield important data for medical research as such, thus calling for the kind of 
institute of health studies proposed in the study on medical education in Canada.’ 
Such an institute would integrate the operational research and health services 
studies with the requirements of medical research. 


The nature, composition, and function of the coordinating machinery 
required at the various levels of administration is discussed in greater detail and 
more specifically elsewhere in the Report of the Royal Commission on Health 
Services.* This study will concentrate on the question of how best to ensure that 
at the local level all available and needed services are readily available to the 
patient through his doctor, It will be limited to the organizational aspects only, 
the question of financing being dealt with elsewhere. 


In reviewing the situation and before drawing any conclusions it may be best 
to set aside for a moment administrative considerations of a neat and tidy 
organizational pattern and instead look at the practical problem faced by a 
patient and his attending physician. 


Let us consider the situation first from the point of view of the patient. 
Assuming that he is sufficiently health-educated to either seek care at the 
slightest symptom or not to be afraid the doctor might find something if he has 
more serious complaints, he will probably end up by seeing a doctor or some other 
health practitioner. If he has trouble seeing should he go to see the optometrist, 


: Josie, G.H., in panel discussion on ‘‘Planning, Implementation and Evaluation of Community 
Health Services’’, Canadian Journal of Public Health, December 1964, p. 524. 


2 Getting, V.A., ‘‘Planning, Implementation and Evaluation of Community Health Services’’, Cana- 
dian Journal of Public Health, December 1964, pp. 513—521. 


MacFarlane, J.A., et al., op. cit., pp. 280—285. 


4 Royal Commission on Health Services, Vol. II, Ottawa: Queen’s Printer,1965, Chapter 7, pp. 199—236, 
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his family doctor, or a specialist? If it is his hearing, should he buy a hearing aid 
Or, again, see a doctor first? If he decides to see a doctor, it is no longer a matter 
of going to the one doctor in the community: it may be one of several general 
practitioners or, with some self-diagnosis, a specialist may seem more appropriate. 
Should the children be taken to a paediatrician, mother go to a gynaecologist, 

and father to an internist? If the matter seems to be more serious or urgent, does 
one go to the ‘‘emergency’’ at the hospital or try first to get in touch with a doctor? 
There are thus a number of alternatives but things are comparatively simple for the 
patient: he will probably end up by consulting a physician who will then decide 
what further action may be required in the case. 


The physician on his part may have some difficulty if he finds that other 
services are needed in the case. Anxious to provide care of high quality, he will 
want to make use of all available services that can be usefully applied. This may 
mean X-ray examinations, laboratory tests, a course of physiotherapy or other 
treatment; it may also mean admission to a hospital or referral to a specialist. 
Admission to the hospital has the advantage of ready availability of all the 
special services that may be needed, and it also makes it easier for the doctor to 
see his patients on the daily hospital round. Yet, there may be a possible alternative 
to hospitalization. Some of the services may be available from private X-ray or 
clinical laboratories; there may be a dozen or more voluntary agencies in the 
community offering certain specialized services, and the patient may prefer to 
stay out of the hospital, if possible. But if so, he would perhaps need some kind 
of housekeeping services in addition to a visiting nurse looking after the day-to-day 
care. 


Can the busy physician be expected, first of all, to know of all these services, 
can he be assured of their quality, and can he find the time to make arrangements 
with several service agencies if his patient needs several services? If he does 
manage to refer the patient, would he have the time to follow up the case with 
several agencies and perhaps get involved in the billing and paying for these 
services? 


As things are, one sympathizes with the physician if he either sends the 
patient to the hospital because it is the simplest way out or, if the patient stays 
at home, no attempt is made to secure some of the other services although they 
would be helpful in the case. It would perhaps be too much for the doctor to get 
involved with a visiting nursing agency or physiotherapy service, not to speak of 
the patient’s housekeeping problems which may require a homemaker service, meals- 
on-wheels, or other domestic help. 


Seen from the point of view of one of the voluntary agencies in the community, 
the situation is also difficult. For example, an agency for the care of handicapped 
children and providing physiotherapy services would have to plan its operation 
with little or no guidance as to the extent of the problem, as to similar or related 
services available, and as to the amount of funds it can expect from donations, 
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community chests, or government grants. It, in turn, may have to make atrangements 
with other organizations for ancillary services such as the provision and financing 
of appliances, equipment, or trans portation of patients. 


The existing fragmentation and compartmentalization of health services in 
the community proves particularly unsatisfactory where continuing care over a 
prolonged period of time is essential, such as in the care of the elderly patient, 
the chronically ill generally, and those in need of rehabilitation services, surveil- 
lance, and follow up. The findings of a recent survey in the Halifax area of Nova 
Scotia are typical and apply equally to the situation in other parts of Canada. 
A thorough inquiry was carried out there into the functioning of long-term care 
facilities in the area and some of the findings are most pertinent to the subject of 
this study. Here are some of the conclusions: 


‘The region lacks a coordinated, community wide approach to the needs of the 
long term patient which include comprehensive care, continuity of care and appropriate 


location. 

‘The long term care facilities in this region were operated independently by many 
separate agencies, governmental, voluntary religious and proprietary; and these various 
agencies did not participate in any organization or group to plan and‘coordinate such 
facilities for the region.’’! 


The one exception in the area was found to be the hospital operated by the 
Department of Veterans Affairs where the geriatric facility was ‘“‘closely related 
functionally, physically and administratively with the general part of that hospital 
and all the services of the general hospital were available to the residents and 
patients of the Geriatric Section’’.? As a result, the report states, patients could 
transfer with ease from one section to another, accompanied by their records. But 
this was found to be the exception: ‘“‘there is no similar comprehensive care 
facility for the non-veteran population in this region’’.: Consequently, “‘though the 
other long-term care facilities, each providing care for selected phases of long- 
term illness, were functionally related with each other and with the general 
hospitals in the area, there was a notable deficiency of formal affiliations and 
administrative coordination.’’‘ 


In his report on the survey, Gordon describes the consequences of the lack 
in what he terms ‘‘balanced community resources for patient care’’: 


**The categorical development of an intricate complex of various types of institu- 
tions, programs and services, each conceived and designed by separate agencies, 
both governmental and voluntary and each with its own concept as to need, has not 
usually been associated with cooperation, coordination and long term, over-all, 
community planning. One result of this uncoordinated approach to the problems and 
needs of illness and infirmity has been that patient care has suffered due to the lack 
of certain facilities and to improvisation and overcrowding in existing facilities. 


: Gordon, P.C., Long Term Care Facilities in the Atlantic Health Region, Halifax: The Welfare 
Council (Halifax-Dartmouth Area) 1964, p. 18. 


2 rhid. 
“Thid:, b. "19. 
4 Ibid. 


SYNTHESIS: MULTIPLICITY WITH A PURPOSE WSs 


‘With an unbalanced complex of facilities any community will inevitably find its 
existing facilities, no matter how carefully designed and staffed, will be caring for 
people who should be elsewhere. Due to the lack of an important facility, service or 
program patients “back up’ into other facilities. We have seen this occur in general 
hospitals, where, due to the lack of community ancillary services, long term care 
patients tend to accumulate on the acute care wards. 


“Tn addition to gaps and duplication in services and facilities resulting from un- 
coordinated planning, ‘functional’ gaps also occur. Even where one finds all the 
elements required for progressive and comprehensive care, without a coordinated 
plan for the proper use of these facilities, we still find patients cared for in 
inappropriate facilities.’’? 

The report thus sums up, and illustrates from the example in an actual community 
setting, the general observations made in the present study regarding the short- 

comings resulting from the lack of coordination in our community health services. 
Among the resulting recommendations for improved long-term care is the following: 


**There is urgent need for community-wide planning to develop essential physical 
facilities and to ensure orderly and systematic cooperation between various agencies.’’? 


And yet, the Halifax study concentrated on one part of the problem only, i.e., the 
long-term care facilities, referring only incidentally to patients in acute treatment 
general hospitals and those cared for at home. These cases encounter the same 
problems as those described in the study. While the problem is particularly pres- 
sing for long-term and continued care, it applies also to patients with acute 
illness or injury who need several services besides those of their attending 
physician. 


Among noteworthy specific observations contained in the Halifax report is 
that of the need for some formal affiliation and association. Informal consultation 
on a personal basis is useful, of course, but depends too much on the individuals 
concemed. It is also more likely that consensus will be achieved, and matters be 
viewed more objectively, if there is a statutory provision for coordination so that 
all sides to a case will be heard. This would bring about a consensus regarding 
the various needs rather than each agency acting on its own concepts of what the 
needs are. 


The continuity of records and their availability to all agencies involved in 
a case is an important feature to be incorporated in any arrangement for coordina- 
tion of services and ready referral from one agency to another 


As long as the formal coordination of all health services in the community is 
lacking, we cannot expect (a) effective use to be made of all available services, 
(b) services to be well planned without gaps on the one hand or overlapping on 
the other, (c) patients and doctors to be aware of the availability of the various 
services, (d) the different agencies to be properly financed, (e) planning to proceed 


1 Ibid., pp. 167 and 168. 
2 Ibid., p. 181. 
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in an orderly and efficient fashion with adequate evaluation of the individual serv- 
ices and the whole organization, (f) high quality of the services to be assured. 


The need then is for some machinery to effectively coordinate the operation 
of all health services in the community, including the hospital and the public 
health agency, and to provide for planning and evaluation to proceed with due 
regard to all required services. 


There exist already several models for bringing about the necessary coordina- 
tion, as pointed out in the previous chapters. The medical group clinic is a device 
of bringing together the several fields of medical practice. The hospital supplies 
under one administration just about all conceivable health services. Organized home 
care provides a similar organization for the health services outside the hospital and 
usually coordinates them effectively with the hospital. The Vocational Rehabilitation 
of Disabled Persons Act has provided a framework for the coordination of all serv- 
ices, health and otherwise, which may be required to fully medically and socially 
rehabilitate a patient. In some cases the local health department or health unit has 
been instrumental in achieving cooperation among various health agencies in the 
community. 


All these various forms of coordination, to the extent that they do exist, have 
developed organically from existing institutions. There is no need, therefore, to 
invent new forms and superimpose them on the existing structure: what is needed, 
however, is the systematic application of coordinating devices which already 
have proven their worth in various situtations. An altogether different problem exists 
in regard to health services in the outlying and sparsely populated areas, particu- 
larly in Canada’s northland. This problem will be discussed in the last chapter. 


Which of the above-mentioned models should then be adopted as the coordina- 
ting community agency? Roemer observes that ‘‘each of these three groups—medical 
society, public health agency, general hospital—makes claim to be the logical 
center around which all health services in the community should be structured’’;? 
and he concludes that the answer in respect to American communities has not yet 
been found.? Searching for an answer for Canadian communities one will likely 
conclude that there need not be, and perhaps should not be, a rigid uniform pattern. 
In view of the wide variation from province to province and even within the provin- 
ces, in the basic structure of health services as well as other community services, 
the envisaged coordinating agency should be flexible in nature and adaptable to 
local needs, resources, and institutions. These may well determine the location of 
the coordinating centre in either.a hospital, health unit, clinic, or a separate office 
altogether. What is essential, however, is that the management of the organization 
be clearly divorced from any individual service or agency. The administrator, of 


‘ Roemer, M.I., ‘*‘Changing Patterns of Health Service: Their Dependence on a Changing World’’, 
Annals of the American Academy of Political and Social Science, March 1963, p. 55. 


? Ibid., pp. 55 and 56. 
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whom more will be said later, may well be supplied by one of the existing agencies: 
the medical association, the visiting nursing service, the health department, 
hospital, or any other organization. He may, on the other hand, be a qualified 
administrator without any previous association in the health field. The important 
thing is that his objective is to arrange for the best possible services to be avail- 
able to the physician and his patient, and that his loyalty is to the community 
rather than any particular organization within it. Conceptually he should not be a 
provider but an organizer of services. 


The development of such an organizational structure may be graphically 
portrayed as in Figures 1 to 3. The charts are based on the assumption that the 
attending physician is, and will remain, the one responsible for setting other health 
services in motion and for directing them. Three stages are shown: the first, in a 
community without any coordinating structure (Figure 1); the second, showing how 
medical group practice and organized home care tend to simplify and reduce the 
need for communications (Figure 2); and the third, as the logical extension of the 
previous stage with the presence of a coordinator of all health services in the 
community (Figure 3). 


In any of our communities with developed health services but without a 
coordinating agency, the physician’s task of obtaining a particular service in a 
specific case would be part of the bewildering spider web of required communica- 
tion lines shown in Figure 1. Not all of these lines will be used, of course, in 
every case, and the doctor sees many patients who do not require any other serv- 
ice. But with the increased resources available to modern medicine and with 
the growing case load of older patients and the chronically ill and handicapped, 
the doctor needs access to the various diagnostic, treatment, rehabilitative and 
even custodial services. With no alternative arrangement,the only practical way to 
obtain such services will remain the patient’s admission to a hospital. The various 
agencies, in tum, must maintain their own lines of communication, referral, and 
consultation with other agencies in the community. It would be difficult in this set- 
ting to ensure a continuum of care and to obtain complete records of a patient if a 
number of services is brought to bear on a case. 


Gradually forms of medical practice develop which greatly facilitate commu- 
nications of the attending physician with his colleagues for purposes of consulta- 
tion or referral. Medical group practice is capable not only of providing ‘‘one stop”’ 
physicians’ services, but also certain ancillary services such as those of the 
X-ray and clinical laboratories. This eliminates some of the communication lines 
shown in Figure 1. Another development is the organized home care plan capable 
of providing through one office a number of services similar to the multi-service 
care otherwise obtainable only in the hospital. The effects of medical group 
practice and organized home care are indicated in Figure 2 by shading the areas 
which now form units for which the problem of communication within has been 
solved. Home care plans are still mostly limited in some respect, either in terms of 
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hospital relation, the services they offer, or the number and type of patients they 
accept. This fact is only inadequately reflected in the chart as some home care 
plans do include, for instance, ambulance services, have liaison with a rehabilita- 
tion centre, or do cover several or all of the hospitals in a community though the 
plan may be limited in other respects. There are also communities with several 
organized home care plans which still do not permit the most effective use of the 
health care resources in the community. 


The next step would be to coordinate the coordinators by replacing the par- 
tial plans by a community-wide organization covering all health and related serv- 
ices. Conceptually, it would be the same type of organization as already exists in 
home care plans. The manager or administrator of the Community Health Services 
Office would be assisted by a coordinating committee with representation from the 
participating agencies including the hospitals and the official or public health 
agency. The nature of this committee and the degree of involvement of its members 
in the community plan will depend on the scope of the community organization. In 
some cases it will consist only in attending a few meetings during the year, in 
others it may well require full-time attendance once the scheme is fully operative. 
All that remains to be done, then, by the attending physician is, where necessary, 
to admit his patient to the community plan with his instructions, just as the patient 
is now admitted to a hospital. The resulting network of communications is shown 
in Figure 3. The local rehabilitation coordinator would be a member of the coordi- 
nating committee. He too would have his task facilitated by having ready access 
in one focal centre to the various health services; beyond that, however, he will 
still have to establish and maintain liaison with the agencies providing the 
educational, training, and placement facilities he may require. 


The administrator thus would not be a provider of service: this remains the 
job of the physician and the members of the various service agencies. Nor would 
he be a policy maker: if there is a comprehensive health care programme, it would 
determine basic policies, otherwise the policy directives would emanate from the 
organization sponsoring the community effort. Such an organization may be a 
creature of the collaborating agencies. Though other agencies will be responsible 
for policy making, long-range planning, and research, the administrator, by virtue 
of his knowledge of and familiarity with the problems as they exist, will have 
important contributions to make in all these areas. 


It is clear that this type of community organization will not in itself eliminate 
all possible sources of conflict among the participating agencies but, like other 
democratic institutions, it will provide a forum for the exchange of views, plans, 
and experiences, and by doing so it will facilitate a more objective appraisal of 
situations and make possible a common approach to common problems. 


The physician, the hospital, and all the other agencies will require only one 
main line of communication, namely with the community health services administra- 
tor whose office would establish any other necessary liaison. In describing the 
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health care needs of the aged, the Canadian Medical Association outlined the kind 
of organization it had in mind, as follows: 


“The leadership and responsibility for planning programs for the aged should 
emanate from the community through meetings of all interested agencies including the 
medical profession. A central committee representing various interested groups is 
possibly the best method of establishing community programs. 


‘*The provincial government should be represented on these committees as it is in 


a position to stimulate action for the development of facilities and to provide finan- 


cial assistance where necessary.’’* 


For the physician such a community programme would have the advantage of 
facilitating the use of a much wider range of services than he could or would use 
if he himself had to set them into motion and keep them operating. Central records 
would be maintained and be available to all concemed with a case. 


The role of the public health agency within the coordinating committee would 
relate to the personal health services it provides, such as immunizations and well- 
baby clinics; but it would also be able to bring to the committee an appreciation 
of the broader health problems of the community. It would contribute the much 
needed emphasis on preventive health care and health education. The community 
health service organization may, in fact, provide an ideal proving ground for health 
maintenance programmes, a type of programme of which far too little is known. 


Flexibility must remain the watchword in setting up community organizations 
of the type described, particularly in the early stages. The United States Public 
Health Service comments on this subject as follows: 


‘“‘Health planning and coordination on a community wide basis is a new activity, 
with unique features in each locality where it is undertaken. Many localities have no 
group or agency having this responsibility. In some communities the machinery origi- 
nally created to plan and coordinate physical facilities may evolve into leadership 
for the idea of comprehensive health services. Wherever this evolutionary process 
occurs, it wilt constitute a kind of crucial experiment, which should be studied and 
documented.’’? 


Flexibility must also be applied when it comes to delineating the level and 
extent of the community whose services are to be coordinated. The trend towards 
consolidating certain services for several smaller communities and towards 
regional planning will have to be taken into consideration. The community thus 
may be a single municipality, a health unit area, a school district, or perhaps 
only part of a metropolitan area. Its boundaries will depend on factors like the 
distribution of health facilities and personnel, the distribution of the population, 
transportation and communications. The area must be small enough, however, to 
serve its main purpose, i.e., to make all existing facilities and services readily 
available to the people who need it, both patients and physicians. It is one of the 
great advantages of Canada’s.diversity that it provides opportunity for the study 


1 Canadian Medical Association, Health and Institutional Care Aspects of Aging, submission to the 
Select Committee of the Senate on Aging, Ottawa: November 5, 1964, p. 3. 


? United States Public Health Service, Research in Community Health, Washington: U.S. Department 
of Health, Education and Welfare, 1964, p. 18. 
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and appraisal of different approaches to similar basic problems. Yet the creation 
of community organizations is an urgent task and should be undertaken without 
delay. Bodies representing and coordinating the professions, private and public 
agencies have become essential! if these agencies are to be preserved and if they 
are to achieve their objectives. Lip service has been paid long enough to the need 
for teamwork in health care but now it must be made to work: 


‘Tt is neither easy nor cheap to develop and maintain effective team functioning 
in the public health setting. It requires ‘want to’ as well as ‘know how’ among team 
members. It takes time and good will.’’? 


But this is the price to be paid for maintaining any democratic institution. 


The proposed community organization in itself will in no way alter the 
existing distribution of functions and responsibilities among the professions, 
voluntary organizations, and govemments,. Nor should it serve to necessarily 
maintain the status quo. Any changes in the present role of the respective agencies 
will in the future, as they have in the past, come about as the result of the contin- 
uous evolution in our health services and social institutions. The only difference 
will be that the haphazard, sometimes insufficient and sometimes wasteful 
development of the past will be replaced by a careful assessment of current and 
future needs, and an objective assessment of past performance. 


ADMINISTRATION, ADMINISTRATORS, AND THE MEDICAL PROFESSION 


Considerable emphasis has been placed, by those concerned with the 
provision of health services, on the need for an adequate supply of providers of 
service; yet not enough attention has so far been paid to the growing demand for 
qualified organizers of these services. 


Which agency should administer an organization of community health services, 
and who should be the chief administrator? 


Various answers have been suggested. Among them is that which proposes 
the hospital, because in many respects it already represents the centre of physical 
health care facilities in the community. Others submit that the publicly adminis- 
tered public health agency would be the logical organization, and the medical officer 
of health the logical person to administer the organization of community health 
services. All of these suggestions have some merit but they also have the drawback 
that the respective agencies or persons are not automatically the best suited or 
best qualified for the task. One also has to distinguish between the location of the 
new Organization and its actual operation: the office of the community organization 
may well be located in a hospital without necessarily being run by the hospital. 


t Hastings, J.E.F., ‘‘Rehabilitation and the Public Health’’, Canadian Joumal of Public Health, 
July 1962, p. 283. 


2 Freeman, R.B., ‘‘Teamwork in Public Health’?’, Canadian Journal of Public Health, September 1964, 
DeosSUe 
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In larger centres, the question would arise which of the several hospitals would 
administer a community-wide organization. Similar considerations apply to health 
units as administrative agents of the community programme. They also may, for 
some, have the limitation of being part of government.* The answer to this part of 
the question - which should be the administering agency ~ will probably be found 
in the observation made at the beginning of this chapter where it is pointed out that 
multiplicity of auspices has certain advantages over a monolithic structure, one 
of these advantages being that a variety in the organization lends itself better to 
adaptation to local and regional needs and conditions. Depending on these cir- 
cumstances, it may very well be either one of the existing agencies or a newly 
created organization which would be best suited to administer the coordinated 


community programme. 


The same considerations apply to the question who should be the person to 
administer the programme? The answer again is: the one best qualified by training and 
suitability. It is often argued that the administrator should be the medicat officer or at 
least a qualified physician. But here again it is not true that a qualified medical. 
officer or other physician automatically makes the best administrator. Medical 
knowledge certainly does not disqualify a person from becoming an administrator. 

On the contrary, here as in any other field of administration, subject matter 
knowledge is a great asset and some such knowledge is most desirable if not 
necessary for the health services administrator for two purposes: first, to enable 
him to understand the objectives of his agency and to plan and evaluate its 
operation, and second to enable him to discuss administrative matters intelligently 
with health professionals and to talk and understand their language. There is no 
reason why a good doctor should not be able to become a good administrator, just 
as a good administrator may become a good doctor — given the proper training. 


It must be remembered that in this age of growing complexity of organization, 
be it in industry or public administration, it is hardly possible any longer to acquire 
the knowledge needed merely be apprenticeship and by working in the organization. 
To the extent that it can be done at all, it would require a good many years of 
practical experience to obtain the same standard that is achieved by formal acade- 
mic study. This is true of the hospital administrator, who needs formal training for 
his work, and it is also true for the newly emerging discipline of the health service 
administrator. Part of the reason for this is the already mentioned complexity of 
modem management, be it in business or community organization, but very largely 
it is also the growing involvement in large scale financial operations as hospitals 
and other health services develop into very costly operations where proper accoun- 
ting to the public is essential. His medical training does not prepare the physician 
for this task: 


‘tHe then realizes that while a satisfactory bedside manner is one thing, an accept- 
able public manner is another. Sooner or later he awakens to the fact that the pro- 


z ‘*Certainly, a health department should be interested in having some definite function at the provin- 
cial level. But at the local level responsibility of that kind can jeopardize liaisons already esta- 
blished with colleagues in private practice.’’ (Benson, K.I.G., ‘‘More Effective Liaison Between 
Community Health Services’’, Canadian Journal of Public Health, February 1964, pp. 58 and 59). 
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gram and the personnel he is directing involve the expenditure of money. Where does 
it come from? How to go about obtaining it?’’? 


Medical manpower statistics give no clear picture of the trend of the involvement 
of physicians in health administration. In 1943, there were 292 physicians engaged 
in public health, compared with 443 in 1962.2 The percentage of doctors engaged 

in public health, however, was only slightly higher in 1962 (3.9 per cent) than in 
1943 (3.4 per cent). The 1943 Survey, moreover, showed an additional 2 per cent 
engaged in other government service, a category for which there is no counterpart 

in 1962.2 The number of doctors in industrial medicine has actually decreased from 
135 in 1943, to 121 in 1962. If it is estimated that 20 to 25 per cent of all active 
physicians in Canada are mainly remunerated by salary,’ it must be remembered that 
salaried work is not synonymous with administration; it includes also research, 
teaching, certain hospital posts, as well as those in private practice but in a group 
which remunerates its members in ways other than fee-forservice. There is no 
indication that the proportion of physicians seeking administrative jobs is increas- 
ing, nor would one expect medical graduates to be particularly interested in 
administration® unless they had a special flair for it and received some training in this 
field. Indications are that physicians are rather anxious to divest themselves of 
administrative duties in situations such as those in group practice and in the 
hospital. Hanlon remarks that ‘‘in a more specific sense, the neophyte in public 
health administration, when he first opens the door providing entry to the organiza- 
tion for which he is to provide leadership, finds himself face to face with a series 
of problems of quite unexpected types and for which he usually has been unpre- 
pared.”’’ In analysing what he calls the occupational dilemma of the physician- 
administrator, Hall refers to the “‘strains inherent in the career of the salaried 
physician’’.® He distinguishes the basic nature of medical practice and bureaucracy: 


**The bureaucracy is a social invention, one capable of accomplishing very 
complicated tasks. It is by nature a complex structure, and indeed requires a distinctive 
and highly specializad type of official to operate it successfully. The doctor, there- 


fore, who embarks on acareer therein is likely to find himself an amateur in a structure 


peopled by ‘professionals’ among whom, ironically, he is a layman.’’? 


There is nothing in the curriculum of the medical school that would sufficiently 
familiarize the doctor with the complex structure of health care administration to 
enable him to sucessfully deal with the administrative aspects of the organization. 
One has to think only of the main managerial tasks such as the budgetary process 


1 Hanlon, J.J., Principles of Public Health Administration, third edition; St. Louis: C.V. Mosby Co., 
1960, p. 10. 


2 Judek, S., op. cit., pp. 140 and 141. 

3 Ibid. 

4 Ibid. 

sIbids, p. 218. 

© Public health is not necessarily purely administrative. 
if Hanlon eoeles.OD- Clee lLUs 


; Hall, O., ‘*‘Half Medical Man, Half Administrator: An Occupational Dilemma’’, Canadian Public Ad- 
ministration, December 1959, p. 185. 


9 Ibid., p. 186. 
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(both budget formulation and execution) and personnel management,’ to which in the 
case of organized community health services must be added the working relationship 
with the many and varied agencies involved. To cope with these administrative tasks, 
a health professional —be it a physician or a nurse—requires special training unless 
the hospital or organization in question is of very small size. In regard to the 
physician, Hall finds that ‘‘the characteristic traditional trainin g of the medical 

man does not prepare him to follow a career in a bureaucratic organization; if it 
gives him any orientation toward the work world it does so along the line of the 
independent practitioner and the independent entrepreneur’. When Taylor refers 

to the substantial involvement of the medical profession in public administration? 
(and the same applies also to the administration of private and semi-public health 
plans), he has in mind not so much the function of the individual physician as 
administrator, as the role of the organized profession in shaping or guiding 
administrative policy which is done either through the professional organization or 
through committees composed of, or with representation of physicians. In the United 
States, the claim of the medical profession that it can determine or substantially influenc 
administrative policy has been described as one of the great fallacies of contempo- 
rary medicine: “In some way the concept of human health, the factors that underlie 
it, and the great potentials in the co-operative process for securing it must be freed 
from the distortions and restrictions imposed by conventional medical education so 
that in time there can be dispelled from the physicians of the nation the widely 
pervasive Napoleonic complex that only the physician can fully comprehend the 
total needs of our society and, therefore, that all public policy on matters dealing 
with human health must have his blessing or be damned.’’* The very fact, however, 
that this was said by a member of the profession is an indication of the gradual 
acceptance by the profession of the idea that the advances in the social sciences 
also have something to contribute to evolving concepts in medicine and particularly 
to the planning and evaluation of health services. This acceptance has so far been 
restricted largely to general pronouncements on the part of medical schools and the 
profession, with the more specific contributions and proposals coming mostly from 
the side of the social scientists who are interested in health matters. Nevertheless, 
the fact that these people are accorded a sympathetic hearing in medical journals, 
medical schools and health sciences centres, as well as sometimes in the councils 
of the profession itself, is evidence of the emerging role of the social sciences in 
the social aspects of medicine and organization of health services. 


Even if not in the role of an administrator, physicians do make numerous and 
important administrative decisions. Examples are the certification of fitness or other- 
wise for certain jobs, certification of the patient for insurance purposes, assessment 


1 See Administration of Community Health Services, ed. E.A. Confrey, Chicago: The International 
City Managers’ Association 1961, Chapters 3 and 4, 


2 Hall, O., op. cit., p. 186. 


3 Taylor, M.G., ‘The Role of the Medical Profession in the Formulation and Execution of Public 
Policy’’, Canadian Journal of Economics and Political Science, February 1960, pp, 108—127, 


4 Crabtree, J.A., ‘‘Plans for Tomorrow’s Needs in Local Public Health Administration’’, American 
Journal of Public Health, August 1963, p. 1177. 
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of disability, or the admission to and discharge from hospital. Especially in regard 
to hospitalization, the decision is not and should not always be based on purely 
medical grounds alone, and the physician will have to weigh his own preference and 
the interest of the patient against the policy of the hospital and the insurance 
scheme. In practice, it will often be difficult to distinguish between medical and 
social indication for hospitalization. If the patient’s social condition is such that 
the hospital provides an environment better suited for his recovery, then a longer 
stay may be indicated on medical grounds. In any case it is true that these adminis- 
trative decisions are made by the physician: 


‘| sthe ‘need’ for hospital services is a decision which the patient-consumer must 
delegate to his physician. And the physician, in turn, must make the decision to 
hospitalize his patient on medical rather than economic grounds. 


‘‘But when a physician does decide that his patient’s medical problem requires the 
services of a hospital, he is thinking in terms of facilities and trained personnel and 
their effectiveness in helping him treat his patient. He is not thinking in terms of ‘so 
many dollars worth of hospital care’. In 1962, for example, physicians decided that 
the effective treatment of their patients required 26,531,000 hospital admissions.? 
These same physicians made the medical decision to keep their patients in hospitals 
an average of 7.6 days. Faced with this ‘demand’, the suppliers spent $10 billion to 
provide the required hospital services. Thus, the ‘quality’ of hospital services con- 
sumed in 1962 was determined by physicians; prices were established by hospital 
managements; and consumers paid the bill (directly, through insurance mechanisms, 
or via taxation). 


‘The physician, then, plays a key role in determining the effective demand for 


hospital services.’’? 


Making these decisions, however, is different from administering a hospital. This 
administration involves the planning and operation of the facilities and services 
required to carry out the physicians’ decisions. The attending physician personally 
has nothing to do with the budgeting, personnel problems, accounting, and all the 
other administrative aspects of hospitalization. There are, however, some physicians 
who hold positions as hospital administrators. In 1963, there were 81 hospital 
administrators with medical degrees in Canada — less than one-tenth of all hospital 
administrators — and only 19 of them had at least some formal training in hospital 
administration.? The latter percentage may seem small but it should be remembered 
that in the same year only 39 per cent of all hospital administrators had some formal 
training in hospital administration. But this percentage is higher than it has been in 
previous years and the trend appears to be toward an increasing proportion of 
administrators bringing at least some formal training to their job. Table 6 illustrates 
this for the last three years for which comparable data are available: 


1 This and the following figures in the quotation apply to the United States. 


2 Report of the Commission on the Cost of Medical Care, Volume I, General Report, Chicago: The 
American Medical Association 1964, p. 19. 


3 According to unpublished information kindly made available by the Dominion Bureau of Statistics. 


128 ROYAL COMMISSION ON HEALTH SERVICES 


TABLE 6 
QUALIFICATIONS OF HOSPITAL ADMINISTRATORS, 


GENERAL AND ALLIED HOSPITALS, CANADA 1961—1963 
(percentage distribution) 


With University 
Degree or Diploma 
in Hospital Admin- 
istration, or with 
Extension Course 
in Hospital 
Administration 


With University 
Degree or Diploma 
in Hospital 
Administration 


No Formal Educa- 
tion in Hospital 
Administration 


Year 


e eee 


1 Dominion Bureau of Statistics, Hospital Statistics 1961, Vol. III, Ottawa: Queen’s 
Printer,1964, p. 58. 


? Dominion Bureau of Statistics, Hospital Statistics 1962, Vol. III, Ottawa: Queen’s 
Printer,1964, pp. 82 and 83. 


3 Dominion Bureau of Statistics, Hospital Statistics 1963, Vol. III, Ottawa: Queen’s 
Printer, 1966. 


A greater proportion of hospital administrators now have some formal training, While 
in 1961, one in six administrators had a university degree or diploma in hospital 
administration, only two years later one in five was so qualified. Among this latter 
group, there has been a number of men with a medical degree: in 1961, there were 
11 medical graduates among a total of 137; and in 1963, 18 medical graduates out 
of 193 administrators with a university degree or diploma in hospital administration. 
This proportion of less than one in ten would seem to confirm that the post of hospital 
administrator does not particularly attract physicians but, on the other hand, that 
some of those who are interested in this kind of work see the advantage of formal 
university training.! One study carried out among the faculty members of a medical 
school and staff of the affiliated teaching hospital in the United States found that 
the attitudes of physicians towards administrative tasks varied: 


‘*Physicians openly viewed administration as a relatively non-professional and 
unappealing type of activity in comparison with patient care, teaching, or research. 
Yet the pattern of combining these activities with administrative duties was found 
to be institutionalized for full-time salaried staff physicians; most of these men 
reported spending at least some time on administration. That such men are not entirely 
unwilling victims of the organizational obligations entailed in their choice of academic 
medicine as a career was suggested by the greater personal interest in administration 
they expressed as compared with the part-time staff, whose primary career commitment 
was to private practice. Variations in amount of personal interest in administration 
according to academic rank within the full-time staff also suggested that personal 
interest may help account for willingness to spend time on administrative duties 


1 ; ‘ 
In 1963, there was only one medical graduate administrator who had taken an extension course in 
hospital administration (source as for Table 6). 
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only so long as these duties do not greatly interfere with other, more professional 
types of work.’’? 


The aversion to administrative involvement is by no means confined to physicians. 
Professionals in other fields, too, are frequently reluctant to subordinate their 
subject interest to administrative responsibilities. It is an often heard complaint 

by professionals in the civil service and other large organizations that in order to 
get ahead they have to assume administrative duties to the detriment of their origi- 
nal professional activity which still remains their first concern. This is not to say 
that there are not some scientists and other professionals who do like administrative 
functions and indeed make a very good job of it. 


While many of the present hospital administrators, in fact the majority, 
acquired their administrative knowledge and ability through on-the-job training, 
the trend is towards formal education. Although these administrators “‘have been 
surprisingly successful under the circumstances, most of the men and women thus 
arbitrarily recruited for administrative responsibility in the health services are 
strong advocates of professional training for their successors.’’? 


The need for formal training has been recognized for some time in industrial 
management and public administration. There is a sufficiently large body of 
scientific knowledge available now so that the required qualifications can be more 
speedily acquired by formal rather than on-the-job training, and also that mastery 
of this knowledge in the social and economic sciences can hardly be achieved 
entirely by experience. 


In the hospital field, this became recognized when the hospital developed 
into the complex and costly institution it now is, and when public concem with 
sound administration grew. This concem has been extending gradually to other health 
service institutions such as the prepayment plans administering medical services. 
It will apply still more where several types of services are being coordinated or 
integrated. The hospital administrator is the forerunner of the just emerging general 
health service administrator. MacFarlane and his study group comment on the dual 
role of the administrator in the health field as a business manager and health 
professional: 


‘*. , . hospital administrators have become concermed more with the financial aspects 
of hospitals than with their role in the treatment of patients. This trend has been 
accentuated by the philosophy of certain American Schools of hospital administration, 
which emphasize that their prime role is to administer the hospital as a sound 
business enterprise. While this is an important function of hospital administration, it 


1 Goss, M.E.N., ‘‘Administration and the Physician’’, American Journal of Public Health, February 
1962, p. 190. 


2 State of New York, Committee on Medical Education, A comprehensive Plan for Comprehensive 
Care, Education for the Health Professions: New York’s Needs in an Age of Change, a report to the 
Govemor and the Board of Regents, June 1963, p. 69. 
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is imperative that the very special role of the hospital in providing care to sick 


patients is not lost.’’? 


These two aspects of health administration can be reconciled in the curricula of 
courses designed to train physicians in administration -- such as the courses 
provided in the schools of hygiene and public health -- and in the courses designed 
to train health administrators as such. To quote MacFarlane and his group again, 
this can be accomplished by requiring: 
*s. . . close contact between the trainees in hospital administration and other students 
in the health field, in order to correct the conflicting philosophies which tend to sepa- 


rate the physicians and administrators. If the Health Sciences Centre concept is accept- 
ed across Canada, it should include courses in hospital administration.’’? 


The conflict, however, is probably not so much one between the basic philosophy 
of physician and administrator than in the emphasis. The primary objective of the 
administrator must remain facilitating good, and not necessarily the cheapest 
possible health care. But within the objective of good care, efficiency remains the 
goal of good administration, and this is the very reason for training and employing 
qualified administrators. It is easy to understand why the problem of administration 
should first have received prominence in the hospital setting rather than among the 
various other types of health services. The managerial, budgetary, personnel and 
related problems in the day-to-day operation of the large modem hospital resemble 
in many respects those found in business, industry and public administration. While 
the emphasis in most of the academic curricula in health administration is on the 
hospital, these courses also intend to cater to the demand in government agencies, 
community agencies,research organizations, and other institutions. This statement 
in regard to the Ph.D. course in hospital and health administration at the State 
University of Iowa’ is true generally.* An analysis of positions held by alumni of 
graduate programmes in hospital administration in 16 North American universities, 
including the University of Toronto, in 1961, shows that about 30 per cent held 
positions other than in hospital administration. ° 


Future programmes for the education and training of health service administra- 
tors will have to take the broader needs increasingly into account but in some cases 
the needs are still not sufficiently defined as those arising out of newly emerging 
Organizational patterns such as organized home care and rehabilitation services. 


t MacFarlane, J.A., et al., Medical Education in Canada, a study prepared for the Royal Commission 
on Health Services, Ottawa: Queen’s Printer 1965, p. 303. 


? Ibid. 
3 Hartman, G., and Levey, S., ‘‘Doctoral Study in an Emerging Profession: Hospital Administration’’, 
Journal of Medical Education, April 1962, p. 303. 


Ri Roemer, M.I., Medical Care Administration: Content, Positions, and Training in the United States, 
Western Branch, American Public Health Association and U.C.L.A. School of Public Health, 1963, 
ja WA 


5 Based on Hartman, G., et al., ‘‘The Graduate Programs and Their Alumni’’, Hospitals, February 16, 
1962, p. 54. 
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In other areas the pattern of organization may be well defined, but the need for 
qualified administrators just emerging or being recognized. This applies, for 
instance, to the management of medical group clinics, medical care prepayment or 
insurance plans, voluntary health service agencies, and organizational patterns 
which gradually have been assuming their own identity. Further study is needed to 
establish the required qualifications for administrators in these various situations 
and to determine the curriculum content best suited for this purpose. The need for 
such study was emphasized recently by a study group convened by the World Health 
Organization. This group placed the emphasis on the training of medical graduates 
as senior administrators but ‘“while medical graduates have constituted the 
predominant professional category here, other health administrators, both with and 
without prior qualifications in one of the health professions, are also important’’.? 


It is obvious that the degree of sophistication required of the administrator 
will vary considerably with his level of responsibility and the scope of the 
organization he administers. Certain phases of a limited programme can quite 
adequately be managed by one of the health professionals involved, whereas the 
administration of community-wide, regional, or national programmes will definitely 
require systematic training, culminating in a doctorate for the more complex jobs. 


The multiplicity of situations in which the health services administrator 
has to function may well require some degree of specialization in addition to a 
certain basic body of knowledge. The manager of a group clinic, the administrator 
of a large hospital, and the director of a prepayment or insurance plan will all 
need the same basic outlook but its practical application will require different 
techniques and familiarity with different technical problems. 


Roemer thus describes the over-all field of health service administration as 
follows: 


**This over-all field is not simply a subdivision of clinical medicine nor of business 
administration, though it calls for some knowledge in both of these spheres. It deals 
with the group aspects of health service..... It includes activities in the administration 
of preventive health services and of curative services; within the latter it includes 
functions in the operation of institutions (general and special hospitals, group clinics, 
health centres) and also in the provision of general medical care outside institutions. 


‘¢Just as clinical medicine has its basic sciences (biology, chemistry, physics, etc.) 
from which the medical curriculum is built, so also health service administration has 
its basic sciences. These include medicine, engineering, social science, business 
administration, and perhaps other traditional disciplines. But the need for trained 
personnel in the field is so great and so specialized, that special colleges are 
required.’’” 


Familiarity with the principles and methods of public administration also will be 
required in the management of existing and future programmes. To illustrate 


* World Health Organization, Special Courses for National Staff with Higher Administrative Responsi- 
bilities in the Health Services, Technical Report Series No. 311. Geneva: The Organization 1965, 
Del. 


2 Roemer, M.I., op. cit., pp. 131 and 132. 
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Roemer’s point that health service administration is not simply another specialty 
of clinical medicine nor a branch of business administration, we may look at the 
content he proposes? for the curriculum at the doctoral level following a bachelor’s 
degree: 

‘“’The student should acquire a reasonable understanding of the human being in 
health and disease, and particularly the characteristics and determinants of health 
and disease in the mass. But he need not learn the minutiae of anatomy, physiology, 
pharmacology, clinical diagnosis, therapeutics (in surgery, medicine, pediatrics, etc.) 
so essential for the physician coping with individual organisms. In their place, he should 
learn in depth about society, about the dynamics of groups, about economic and finan- 
cial processes, about the techniques of administration. He should acquire skill in the 
use of tools like statistics and accounting, just as the bedside physician learns the 
use of the stethoscope. His academic education should be capped with a period of 


practical training in a health service organization, equivalent to the internship and 


. A EO egal 2 
residency in clinical medicine.”’ 


In summary, health service administration involves some training in four broad 
fields: 1) the biological and medical sciences, 2) the social sciences, 3) the 
principles and tools of administration, and 4) epidemiology and the social 
organization of health services.* While this statement refers to the doctoral level, 
some knowledge in these four fields will be required though in lesser depth, at all 
levels of the academic study in health service administration. Roemer envisages 
such a systematic course of study beginning with the bachelor’s course, followed 
by the master’s and eventually doctor’s level: 


**And there should, of course, be fluidity within the system, so that lower level 
personnel with merit could obtain additional training and advance to higher positions.’’ 


Because of the rapid developments and chan ges in the field of medical science, 
technology, and the organizational pattems of health care, provision for continued 
education, such as refresher courses, will be as essential for the administrator as 
it is for the other health professions. 


Health service administration is one of the fields where events have outrun 
our preparedness and planning. That it should only now begin to be recognized as 
a new and separate discipline is neither surprising nor unique. Medicine itself was 
practised by a variety of people without formal training or, at best, with some ap- 
prenticeship, long before it emerged as an academic profession. The same is true 
of the dental and nursing profession where formal education is of still more recent 
origin. New health disciplines are being identified and their educational requirements 
formalized all the time; examples are optometrists, opticians, the various therapists 
and technicians, medical record librarians, prosthetists ans orthotists. Among all 
disciplines there is a continuous striving for higher educational levels and 
professional status. In regard to health administration, there can be little doubt 


1 For detailed curriculum see Roemer, M.I., op. cit., pp. 135—135B. 
2 Ibid., p. 133. 
3 Ibid., p. 134. 


: Roemer, M.I., ‘‘Medical Care Administration in the United States: Personnel Needs and Goals’’, 
American Journal of Public Health, January 1962, pp. 15 and 16. 
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that there is a substantial and growing body of knowledge which can be best im- 
parted in a formal curriculum ensuring systematic coverage of all the necessary 
aspects: ‘‘Whether or not all this knowledge is absolutely necessary today is 
not as important as whether or not it will be needed by the administrator to- 
morrow.’’! In many instances it is badly needed today not only because of the 
increasing need for administrators in the expanding traditional forms of organ- 
ization such as hospitals, but also because of the growing demand in newly 
emerging institutional types such as insurance plans, group clinics, organized 
home care plans, and rehabilitation coordination, to name but a few. To devise 
new organizational patterns for our health services is one thing but ‘‘health care 
plans for the Nineteen Sixties must take provision for the key individuals who 


will make the organization charts come alive’’? 


a Johnson, E.A., ‘‘New Skills will be Needed for Managing Tomorrow’s Hospitals’’, Hospitals, 
February 16, 1964, p. 69. 


2 Snoke, A., ‘Medical Facilities for the 1960’s and Their Organization’’, The Health Care Issues of 
the 1960’s, New York: Group Health Insurance, Inc., 1963, p. 118. 


_ _ 
= 
: = 7 : —s - 
02 & BST or wit eee 
] e => . 
.% y I 4 ta ’ a ot ive 
‘. 5 
CON t ’ ee ba én be! 
7 yabaiey 5 eee Hip | agyipy 
: mi! 
“a ;' "FY ad ‘fj 
i 
. i 
54 i sctie ae >? 2 


8 4 


F . mo hoaene- | sepale 
tt? ide F eeest at. © - 


CHAPTER VII 


HEALTH SERVICES IN CANADA'S 
VAST SPARSELY SETTLED AREAS 


The foregoing chapters dealt largely with problems arising from the 
multiplicity of auspices and proliferation of services. These are among the 
foremost problem areas in planning and organizing the health services for over 
99 per cent of Canada’s population, i.e., the people living in the settled parts of 
the country. But providing for these 99 per cent of the population does not solve 
the problem of health services for Canada. Unlike most other countries, with the 
exception perhaps of the Soviet Union and Denmark’s territories in Greenland, 
more than three-quarters of Canada lies outside the areas with regular community 
services.? There, the problem is not the organization of a multiplicity of services 
but the provision of the most basic services. The map in Figure 4 shows the 
population in relation to the vast empty spaces within the borders of Canada, 
spaces which are nevertheless part of the country and which contain settlements 
of vital importance strategically, economically, scientifically, and culturally. 

All too often it seems to be forgotten that when we speak of health or any other 
community services, we usually refer only to a relatively very narrow strip along 
the United States border, whereas most of the area of Canada requires an entirely 
different approach. It cannot be said that the small proportion of the population in 
these areas requires proportionally fewer health services. Population-bed 

or population-personnel ratios developed for the settled and well-established 
communities have no meaning north of the 60th parallel or even in over half the 
area within provincial boundaries. The few people scattered over this wide area 
also have to be provided with health services, not merely because the Royal 
Commission’s terms of reference speak of the best possible health services for 
all Canadians but primarily because the northland — and the sparsely settled 
area lies mostly in the north of the provinces and in the Territories — is an 
integral part of Canada, but will remain so only as long as it is effectively 
occupied, used, and developed along with the rest of the country. 


Canada officially assumed the title and ownership of all British possessions 
to the north of what was then Canada by Imperial Order in Council of 1880. For 


1 Australia faces a somewhat similar problem but without the severe climatic conditions of Canada’s 
North. 
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such title and possession to be recognized internationally, however, neither 
discovery, nor propinquity, nor any unilateral proclamation suffice ‘‘to receive 
international recognition possession demands the acceptance of two responsibili- 
ties, continuing interest in the territory, and a concern for the welfare of its 
inhabitants’’.t There should be no doubt left that both these conditions are met 
in regard to Canada’s North. 


The problems of providing health services in these areas grow in complexity 
the farther we move northward, but to limit the discussion entirely to the Arctic 
region would mean overlooking the situation in the sparsely and little organized 
parts of the provinces, and the review of changing patterns of services would 
omit the advances made by the provinces in bringing better services to these 
areas. An annual report of the Manitoba Department of Health aptly describes the 
situation:. 

««Since the inception of the organization in 1959, Provincial Northern Health 

Services have been consolidating a long term program — the purpose of which 

was to develop an integrated health program, combining Public Health with 

treatment services in the isolated communities located in the sprawling 

wilderness of northern Manitoba. The medical and health problems of the 

people in this area were identical with the other inhabitants of Canada’s 

north country, i.e., inadequate medical facilities except in the larger towns, 

few or no medical practitioners, a handful of Public Health Nurses forever 

travelling and exhausting themselves against a tide of human sickness and 

affliction, squalor, apathy and indifference. 
‘* There were no clinics except in the areas covered by Federal Services. 

Communications were often sparse and complex. Travelling was hard and 

difficult involving much time and energy. In addition statutory services 

regarding Environmental Sanitation had to be supplied by two Public 

Health Inspectors covering an area of approximately 163,000 square miles, 

including restaurant inspection, milk control, sanitary controls and quality 

control in northern Manitoba’s fishing industry. ??” 


Some of these observations apply only to Manitoba but many are true 
generally. The area discussed in this chapter is, of course, not clearly defined 
nor is it homogeneous. Newfoundland has developed an extensive transportation 
system to serve its many outports and isolated settlements. This includes a fleet 
of cars, some of which are designed for difficult terrain; a floating clinic by which 
a doctor can visit villages with no road connection; smaller boats, snowmobiles, 
and charter aircraft. Hospital, medical and health services generally are provided 
in Northern Newfoundland and Labrador by a voluntary agency, the International 
Grenfell Association, with financial support by the government.* Newfoundland 
inaugurated an Air Ambulance in 1950. 


5 Jenness, D., Eskimo Administration: I, Canada, Arctic Institute of North America, 
Technical Paper No, 14, 1964, p. 17. 


? Manitoba Department of Health, Annual Report for the Calendar Year 1963, Winnipeg: Queen’s 
Printer 1964, p. 131. 


: Miller, L.A., ‘‘The Newfoundland Department of Health’’, The Federal and Provincial Health Ser- 
vices in Canada, ed. Defries, R.D., Toronto: Canadian Public Health Association, 1962, p. 26. 
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Saskatchewan has had an Air Ambulance Service since 1946. It carried 
over a thousand patients in 1960-61.’ The province’s Northern Health District 
covers an area of 119,000 square miles with services provided by four outpost 
hospitals and two public health clinics.? 


Quebec had by 1962 organized the nursing services for its remote areas to 
provide not only first-aid treatments but also preventive services including 
immunization.° 


In Alberta, the approximately 7 per cent of the population not within reach 
of the full-time local health units and city health departments are served in the 
following way: 


‘¢Certain areas where the population is sparse and which are situated at 
considerable distance from medical and hospital services are supplied with 
a ‘municipal nurse’. One nurse is placed in a district serving about 1,200 
people and she supplies emergency treatment and a general public health 
nursing service to her community. Each location has a telephone or a 
two-way radio communicating through the Alberta Forestry Service. In this 
way, the nurse is able to obtain medical advice when needed. In some cases, 
these nursing areas overlap with a health unit, in which case the municipal 
nurse comes under the supervision of the medical officer of the health 
unit. In 1960, there were 25 municipal nursing stations...?” 


The previously mentioned municipal doctor system in the prairie provinces 

forms the transition between the organized and not fully organized areas, and 
also the transition between the free market medical care to the south and the 
goverment operated combined medical care and public health service to the north. 


Government provision of all health services is the rule in most areas of the 
Yukon and the Northwest Territories. But neither are the Territories themselves 
homogeneous in regard to their health needs and resources: the Yukon, for 
instance, is approaching more closely the administrative pattern of the provinces 
and, as railroads and roads push north into the Northwest Territories, some 
communities there have begun to develop similarly to their southern counterparts. 
The Mackenzie District is being settled and becoming accessible faster than the 
remaining part of the Northwest Territories, where we still may encounter small 
nomadic population groups as well as permanent settlements. Some of these 
have a sound ecomomic basis, others have come about just by people gathering 
from surrounding areas, still waiting to bridge the gap between the traditional 
life and the new. Because of this variety of conditions and circumstances, 
observations regarding the health services will not be applicable to all parts of 
the North. 


G Roth, F.B., ‘“‘The Saskatchewan Department of Public Health’’, The Federal and Provincial Health 
Services in Canada, ed. Defries, R.D., Toronto: Canadian Public Health Association 1962, p. 108. 


2 Ibid., p» 6. 
3 Province of Quebec, Report of the Department of Health 1962, Quebec: The Department 1963, p. 7. 


- McCallum, M.G., ‘*The Alberta Department of Public Health’’, The Federal and Provincial Health 
Services in Canada, ed. Defries, R.D., Toronto: Canadian Public Health Association 1962, p. 113. 
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The main problems, however, are common, if in varying degrees, to the 
entire area. They are: small populations widely scattered over a large and 
inaccessible territory, harsh climate, lack of communications and transportation, 
lagging social and community services, all closely related to problems of the 
slow economic development in this area. 


To grasn fully the problems and the challenge of the North, one has to wing 
over seemin’ endless hundreds of miles looking down on nothing but barren 
tundra with no sign whatever of human habitation and no trace of human activity. 
One wonders, indeed, how man ever found his way into this land and why he 
remained there. Statistics cannot quite convey the impression of vastness and 
loneliness but figures of population may serve to illustrate the situation. In 1964,’ 
the population density was as follows: 


Yukon 0.08 people per square mile” 
Northwest Territories 0.02 people per square mile 
Rest of Canada 8.3 people per square mile 


Thus, the population density in the Northwest Territories is about one four- 
hundredth, and that in the Yukon about one one-hundredth of that in the area 
covered by the provinces. Or, expressed in another way, there are over 50 square 
miles of area per person in the Northwest Territories, about 13 in the Yukon and 
only about one-tenth (0.12) of a square mile per person in the rest of Canada; and 
even this is considered as thinly populated in comparison with other parts of the 
world, 


While cities like Toronto or Vancouver are usually frost-free from early in 
April or May until October or early November,* some parts of the Arctic have no 
appreciable period free of frost, and others have only a brief period of six or 
eight weeks.‘ 


These circumstances, together with the absence of the means of ground 
transportation by road or rail, familiar in the South, clearly indicate that the 
planning of any community services in the North must be based on considerations 
essentially different from those that apply in the rest of Canada. 


The problem of coordination of many health services under different 
auspices, which occupies planners elsewhere in Canada, does not exist in the 
North, at least not nearly to the same extent, since as a rule all services are 
provided by government. The exceptions are services provided by church missions 


1 Based on population estimates as of October 1, 1964. 


2 Including land and fresh water area because the latter also has a bearing on distances and commu- 
nications. 


> Victoria from the end of February until early December. 


* Dominion Bureau of Statistics, Canada Year Book 1963—64, Ottawa: Queen’s Printer 1964, pp. 
53—55. 


HEALTH SERVICES IN CANADA’S SPARSELY SETTLED AREAS 139 


and isolated mining and industrial establishments which, on the whole, have been 
effectively integrated into the complex of general health services. Coordination 
is necessary, however, between the health services and other services if 
effective use is to be made of scarce and costly resources such as northern 
transportation and communication. 


In determining what are ‘‘the best possible’? health services is the North, 
one has to accept the fact that in a country as wide and varied as Canada the 
nature of services will have to vary between regions, and that prevailing 
conditions, such as geographic factors, must be taken into account. An agency 
responsible for the provision of health services in the North must contend with the 
vicious circle between greater health needs on the one hand and immensely 
greater difficulties in satisfying them on the other. 


The health problems among the northern population groups have been 
outlined elsewhere in the course of the work of the Royal Commission on Health 
Services.! Suffice here to repeat that among the chief health hazards 
are those fostered by poor living conditions aggravated by the harsh climate. 
These conditions are reflected in high mortality rates, particularly infant 
mortality, and diseases such as pneumonia, tuberculosis, and also accidents. 
Improvements over recent years are evident due to the better services brought to 
these areas by the Northern Health Service of the Department of National Health 
and Welfare as well as by the provincial health departments.However, the wide 
discrepancy still existing between rates in the northern Territories and the rest 
of Canada indicates that the health problems cannot be solved without simultaneous 
amelioration of general living conditions. 


But the health problems created or aggravated by poor living standards are 
not the only ones peculiar to the North. There are, in addition, the problems 
arising out of the need for adjustment to new conditions. Those native to the 
North have to change traditional ways to adjust to new patterns, while those 
coming from the South have to adapt to the climatic and social environment of the 
North. The high prevalence of alcoholism is part of the difficult adjustment 
problem. Common to both groups and to all residents of the North, whether they 
be there permanently or for a short time only, is the problem of obtaining adequate 
services in emergencies. Such emergencies may affect an entire community, as in 
the case of an epidemic, or the individual and his family in the case of sudden 
illness or serious accident. The fear of something like that happening may, in fact, 
deter people from accepting assignments in the North. Not to speak of serious 
illness or accident, one needs to think only of being there with a persistent 
toothache without ready access to a dentist. 


Such exigencies, of course, will not be entirely eliminated for some time to 
come, even with the most adequate services. Even if an aircraft stands ready to 


z Kohn, R., The Health Status of the Canadian People, study prepared for the Royal Commission on 
Health Services, Ottawa: Queen’s Printer, (in print). 
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fly in or out, it may be prevented from flying by the weather. These are some of 
the limitations imposed by geographic factors referred to before. But the risks can 
be substantially reduced by the implementation of measures now planned and 


proposed. 


To meet the health needs of the North, it is necessary first to secure the 
required personnel, equipment, and facilities; and second, to make these resources 


available when and where needed. 


The Northern Health Service of the Department of National Health and 
Welfare had developed and begun to implement its own version of regional planning 
some time ago. A five-year plan for the Northwest Territories* provides for three 
levels of health services, taking into account population, degree of isolation, and 
economic limitations: 

1. the first level relates to small settlements containing only a few people; they 

would be largely dependent on their own resources, except that some rudimentary 

health training would be given a resident who would be paid a small stipend if 
warranted by workload and training; such localities would be visited but rarely by 

a physician or nurse; 

2. the second level would be found at larger settlements, containing a considerable 

number of families, located or established communication lines; a nursing station, 


staffed by one or two Registered Nurses, would provide emergency and public health 
care, and they would be able to establish radio contact with a physician; 


3. the third level, found in large settlements, such as Municipal Districts and 
Local Improvement Districts, would be served by one or more resident medical and 
dental officers and by a hospital which may range from a very small hospital to a 
larger well-equipped institution with the capability of an intermediate-type southern 
hospital. 


The key worker is and will remain the public health nurse, with one nurse per 
1,000 population thought to be required on the average.’ It would be part of the 
basic design of services that ‘‘well trained and experienced professional, medical, 
dental and nursing personnel must be deployed at strategic points chosen 

because they are centres of population or are crossroads for transportation and 
radio communication’’.> The Service later elaborated on this idea by presenting 

to the Royal Commission a detailed plan of flying health service circuits* which 
would be basic to having personnel and equipment in readiness for both regular 
periodic visits to settlements and for emergency calls. 


In stating the philosophy behind its five-year development plan, the 
Northern Health Service expresses succinctly what has been said in the 
foregoing pages: 

1 Northem Health Service, Department of National Health and Welfare, Health Service Plan, North- 
west Territories, 1962—67 (Revised), Ottawa: The Department 1961, p, IV. 

*bidly ps Ve 

S bid. epeeee 


4 Northern Health Service, Department of National Health and Welfare, Health Services for Small Po- 
pulation Groups in Outlying Areas of Northern Canada, brief submitted to the Royal Commission on 
Health Services, Ottawa: 1963. 
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‘<The first edition of this Plan was prepared on the assumption that 
Northern citizens are entitled to as good public health and treatment 
services as their Southern fellow-Canadians. However, it was realized 
that, because of problems of isolation, sparseness of population and the 
lower standards of living of many citizens, it would be many years before 
this assumption could be translated into reality. If Southern Canadians are 
to be attracted to the North — as settlers, not simply transients — and if 
well-trained and experienced personnel required for northern development 
are to be expected to go to the north and take their young families with them, 
sound local health services must be assured.’’! 


What most distinguishes northern health services from those in the south, is the 
problem of logistics in the northern climate and terrain; it is not a difficult 

matter for a nurse to give a needed injection, but it is the business of getting 
there at the right time with the right equipment.” Because of the uncertainties 

of northern transportation, the dissemination of health education assumes far 
greater importance than elsewhere in order that all citizens may have at least 
some knowledge in the prevention of disease, preservation of health, first aid, and 
home nursing.’ The experience gained in the previously mentioned home care plan 
in Grande Prairie, in the training of lay personnel in home care may well lend 
itself to wider application in northern areas. The institution of the lay dispenser, 
usually located at some outpost of civilization supplied with medicines by the 
Service, and the medicine chest made available to isolated or nomadic population 
groups, will, under the prevailing circumstances,go a long way in filling the 

gap between professional care and no care at all. 


The practice of medicine in these outlying areas is, of course, based 
on the same body of knowledge as that elsewhere in Canada. Its application, 
however, requires shifting roles and responsibilities. The active participation of 
lay people in dispensing emergency care has been mentioned; southern health 
services, too, could perhaps profit from this experience under certain 
circumstances such as in dealing with accident injuries along highways and 
other emergencies. 


The nurse replaces the physician as the first line professional provider of 
health care. A somewhat similar trend has been observed in regard to organized 
home care where the nurse also assumes greater responsibility and works more 
independently than either the hospital nurse or the nurse doing traditional public 
health work. The nurse in the northern service is still for more isolated from 
professinnal contacts as well as from ancillary personnel and members of other 
disciplines: she cannot call in homemaker services, trained assistants, nor 
readily a social worker, therapist, or technician. She also has to combine the 
functions of the visiting nurse, hospital nurse, and midwife with that of the public 
health nurse, and all this under most difficult circumstances and with a 


1 Northern Health Service, Department of National Health and Welfare, Health Service Plan, North- 
west Territories, 1962—67 (Revised), Ottawa: The Department 1961, p, 1, 


2 Ihid., pe 5- 
3 Ibid., p. 8 


142 ROYAL COMMISSION ON HEALTH SERVICES 


minimum of equipment. Visiting the health installations in the North one cannot 
help being impressed by the high calibre of the nurses and their inspiring sense 
of service. The best way to support them in their task apart from providing 
suitable working conditions, is to design their training so that it best prepares 
them for the situation they will encounter in the field — an observation which 
applies equally to physicians and other health professionals in the North — and 
also to realistically and clearly define their function and authority in relation to 
that of the usually far distant physician. The nurses seem to be very well aware 
of their position and limitation, but they should be protected in actions which 
emergency situations and their professional conscience may force them to take. 

It would be advantageous, no doubt, to induce nurses, like other health personnel, 
to make their residence in the North for longer than a one- or two-year period of 
duty. This is part of the general recruiting problem which will be discussed later. 


It is obvious that we cannot,for many years.to come, expect patterns of 
professional practice as they prevail in the South of Canada to be established in 
the North. Private professional practice will remain the exception rather than the 
tule, limited to a few larger and economically well-established settlements. 


The type, size, and distribution of institutional facilities will have to be 
based on the kind of criteria mentioned above, peculiar to the needs of regions. 
Unifom population-bed ratios or occupancy rate lose any significance they may 
have elsewhere under these varied circumstances. Considerations of logistics 
play a large part in the erection and operation of health facilities and one always 
has to reckon with quickly changing population patterns. Lack of a diversified 
economy means that settlements may rise as suddenly as they may disappear as 
mines, defence installations, or other sources of employment open and close their 
doors. Technological obsolescence at perhaps a faster rate must be accepted in 
the North because of a great need fort up-to-date and the most suitable and 
effective methods of construction and communication. 


This is one reason why existing plans for northern health services should 
be implemented without delay, before they become obsolescent. The other and 
main impelling reason, however, is the deplorable condition under which some 
Canadians now live in the northern part of the country, a condition which would 
not be tolerated elsewhere. Highest priority should be assigned, therefore, to the 
implementation of the development plans of the Northern Health Service, including 
the proposed flying health service circuits. There probably will be a continuing 
need for the type of service now provided in the eastern arctic by the annual trips 
of the C.C.G.S., C. D. Howe of the Department of Transport. 


In addition to the personnel permanently stationed in strategic locations 
throughout the area, there is a need for regular periodic visits by specialists,’ 
dentists and dental auxiliary personnel, as well: of technicians and therapists. 


1 Both for consultation in specific cases and for more general seminar sessions for groups of person- 
nel brought together for the purpose from a wider area. 
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Adequate telecommunication service on a twenty-four-hour basis should be 
available to all personnel who may have to contact an outside centre for consulta- 
tion or to summon assistance or transportation. The availability of air ambulance 
and transport for patients and personnel into and out of the northern settlements is 
an essential for a northern health service, but because of its high cost care must 
be taken that it is used as efficiently as possible; where indicated it may be 
pooled to also serve the needs of other services, 


In the provinces the cost of bringing better health services to the sparsely 
populated areas of Canada’s North has been accommodated in the budgets of the 
provincial departments of health. The Northern Health Service, serving the 
Yukon and the Northwest Territories, however, is a branch of the federal 
Department of National Health and Welfare and not part of the northern administra- 
tion of the Territories. The integration with the Department of National Health and 
Welfare rather than the regional administration may have certain technical 
advantages, such as the pooling of personnel and certain other resources, but it 
may create difficulties where the budget of the Northern Health Service is 
determined within the framework of the department with its many other functions, 
instead of within the requirements of the territorial administration, The actual costs 
are now shared between the Northern Health Service and the territorial administration 
this applies to the capital cost of installations and the operating cost, the latter 
being shared according to the composition of the population covered, i.e., Indians, 
Eskimos, and others. 


Transportation and communication facilities lend themselves particularly to 
pooling among the health services and other agencies. The operating cost of the 
proposed flying health services circuits is estimated at $230,000 in 1963,* 
composed of $130,000 travel costs and $100,000 as the cost of extra personnel 
required and their logistic support. The cost of treatment services alone, borne by 
the Northern Health Service, amounted to approximately $3.2 million in the 
fiscal year 1961-62.? The flying services would serve the entire population of the 
Territories at a cost equivalent to that of treating 35 cases of tuberculosis,® and 
it may be noted here that one outbreak of tuberculosis in a small village produced 
within six months 80 cases of active tuberculosis, leading the investigator to 
comment: ‘‘Needless to say I can think of better ways for us to spend the half 
million dollars in public money that this,epidemic will cost us — ways that would 
have benefited these children a good deal more.’’* In interpreting and comparing 
the costs of providing health services in the North, it must be borne in mind that 
these services combine both the traditional public health functions of prevention 


1 Northern Health Service, Department of National Health and Welfare, Health Services for Small Po- 
pulation Groups in Outlying Areas of Northern Canada, brief submitted to the Royal Commission on 
Health Services, Ottawa: 1963, p. 7. 


Ibid. ap s4a« 

3 Ibid. 

4 Moore, P.E., An Epidemic of Tuberculosis at Eskimo Point, Northwest Territories, Ottawa: 
Queen’s Printer, 1963, p. 1. 
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and education, and the personal health services of diagnosis and treatment. The 
same would apply to the flying health service circuits which, by facilitating 
regular visits by health personnel, would have the advantage not only of preventing 
certain health problems altogether but also of detecting and possibly controlling 
others before they grow to more serious proportions. 


In regard to personnel, the need is for careful training and selection. The 
difficult problem of recruiting could be eased by recognizing that service in the 
North is essentially different in many respects from that in the southern part of 
the country because of the climate as well as the isolation and lack of many 
amenities. These drawbacks must be compensated for by working conditions 
sufficiently attractive to induce well qualified people to go there and, preferably, 
to stay for a period of at least 5 or 6 years, Pay and other working conditions may 
be patterned similar to those provided, for instance, by the United Nations and 
other organizations which recruit personnel for service in areas remote from their 
accustomed environment. They naturally would include benefits (in pay, leave 
privileges, transportation, fringe benefits for the employee and his family, possibly 
housing, etc.) which are not usual in the settled parts of Canada. 


In recruiting health personnel for the North, one should also appeal to the 
enthusiasm and idealism of those, particularly among medical students and young 
graduates, who wish to apply their knowledge and skill in places where it is most 
urgently needed. 


In the long run, the natural thing to aim at would seem to be the employment 
to the greatest possible extent of those who already consider that part of Canada 
their home, Education and training in the health professions and occupations 
should be given to the permanent residents of the North. Promising but small 
beginnings have already been made with the training of local residents as 
sanitation workers andnursing assistants. This should receive greater attention 
as an essential part of personnel policy in the North and should be extended so 
as to offer to the permanent residents of the region education and training in all 
health fields, either in regional centres in the North or in established schools in 
the South. There should be no compulsion for these trainees to practise in the 
North but they would be better suited andin general probably more inclined to 
follow a career in the North than the mostly transient personnel from the 
South.! It has been suggested that the best solution for the Eskimos would be 
to bring them all south and settle them here. This may be the quickest way of 


1 What D. Jenness proposes in regard to navigation, very largely applies also to other services in the 
North: ‘‘Denmark has trained some of its 30,000 Greenlanders, first cousins of our Eskimos, to 
handle all the traffic along the coast of their large Island. Would it not pay us to follow the same 
policy in the Northwest Territories -- To train our Eskimos, who are familiar from childhood with 
the arctic environment, to man and navigate not only the coastal motor-schooners that a few of them 
already operate, but the large ice-breaking ships and cargo vessels that now ply our northern 
waters? The leaders of our Eskimos half a century ago left no successors. They raised up no Chur 
chill to take up a microphone and call to Canadians from coast to coast: ‘Give us the education and 
the training, give us the opportunity to work, and we, in partnership with you, will build up anew 
Arctic.’’’ -- Jenness, D., Eskimo Administration: II, Canada, Arctic Institute of North America, 
Technical Paper No. 14, 1964,p. 178. 
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providing them with a more humane environment and it may be also cheaper to 
house them here than to build houses and all the other facilities for them in the 
North. But then, does Canada not have to maintain communities in the North for 
the several reasons mentioned above? The Eskimos must be as free as all other 
Canadians to decide where they want to be and what they want to do. But they 
must also be given the same opportunities to prepare themselves for a career 
and to make an informed decision. If the choice is between their present squalor 
and second class citizenship in the North, and a better life in the South, there 
can be no doubt as to their choice. But if they were provided with the same 
education and the same superior standards of living now maintained by officials 
going north for short periods and without intention to settle, the Eskimo familiar 
with the land may well be willing to remain or to return there and consider the 
region their home. 


It is said that the solution of the remaining problems of the Indian and 
Eskimo population lies in education and ecomomic development which in this age 
of technology is so largely dependent on education. This is no doubt true and this 
approach must be followed vigorously. But it is a solution which will take one or 
more generations to bear fruit whereas the problems of health and other human 
values are immediate and urgent. Remedial action in this field must, therefore, be 
undertaken immediately. 


Health services of the kind now planned and here discussed are essential. 
But the people of the North will not reap their full benefits and even the best of 
health services will fall short of their objective unless they are accompanied by 
better housing together with improved sanitation, water supply, and general com- 
munity development. For its approaching centennial, Canada is counting its 
blessings and using the occasion to catch up with a backlog in fields where it 
exists, such as opportunities for the arts. Would it not be appropriate now, after 
a century of nationhood, to permit Canada’s vast outlying areas too to participate 
in the development of the rest of the country? 


Comparisons may be made between the northern development in Canada and 
other countries such as the Soviet Union which, however, has greater resources and 
perhaps has certain advantages favouring the development of the north. But even 
Denmark, a much smaller country with fewer resources than Canada, seems to have 
been able to develop distant Greenland a good deal faster than we have our own 
northland. These, however, are observations going far beyond the field of health 
services. They illustrate, nevertheless, the basic concept of health as a state of 
physical, mental, as well as social well-being where one phase cannot be 
obtained or maintained in isolation from the others. 
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EXPLANATION 
Canada's population (18,238,247 in 196! Census) is represented 
‘on this mop by dots, each of which is equal fo 18,238 or 0.1% of the total 
population. The population of each metropolitan area is indicated by a 
aoh numeral which represents the number of dots. The number of dots plus 


these numerals equals |,000 so thot the sum of the dots and numerals ina 
given territorial division would indicate the percentage of Canade's population 
living in this oreo. As on illustration the 20 dots in Newfoundland and the 
5 in St. John's metropolitan area add toa total of 25 dots or 2.5% of 
Conodo's population for an estimate of 455,950° (18,238 X 25). 


The territorial divisions of the mop ore counties or census 
divisions. In areas of low population density o dot may represen! the 
centre of population spread over a large area. Thus,the map provides 
1 rec! representation of Canada's population but the distribution 
is more generalized in creas of sparse population. 


Actual population 457,853 


EXPLICATION 


La population du Canado (18,236,247, recensement de 1961) est 
représentée sur la présente carte par des points don! chacun équivaut o 
18,238 personnes ou 0.1 p JOO dela populotion totale. La population de 
chaque région métropolitaine est indiquée por un chiffre correspondont ou 
nombre de points. Le nombre de points plus ces chiffres égalent 1,000, de 
Sorte que la somme des points et des chiffres dons un territoire donné 
représente |e pourcentage de ja population du Canado pour ce territoire 
Ainsi les 20 points de Terreneuve e! les 5 de la région métropolitaine 
de St-Jean donnent un total de 25 points, ou 2.5 p. 100 de Ja population 
du Conado, soil une estimation de 455,950* (18,238 x 25) 


Les divisions territoriaies de ia carte sont les comtés ou les 
divisions de recensement. Dons Jes secteurs ou la densité de lo population 
est foible, un point peut représenter |e centre de population disséminée 
sur une grande étendue. Ainsi,la corte donne une représentation exacte de 
lo population du Canada, mais la réportition es! plus générollsée dons 
Jes régions oU Jo population est clairsemée. 


* Population réelle 457,853 
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PERCENTAGE DOT MAP OF POPULATION 
CARTE DE POINTS PROCENTUELS DE LA POPULATION 


LEGEND —LEGENDE 
Total number of dots 1,000 Nombre de points 
Percentage value of each dot 0.1% Valeur procentuelle de chaque point 
Numerical value of eoch dot |8,238 Valeur numerique de chaque point 
Number of dots inan MA @ Nombre de points dons une R.M, 
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